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DRUG TREATMENT PROGRAMS AND THE
CRIMINAL JUSTICE SYSTEM: MAKING
TREATMENT WORK

WEDNESDAY, JULY 22, 1998

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON NATIONAL SECURITY,
INTERNATIONAL AFFAIRS, AND CRIMINAL JUSTICE,
COMMITTEE ON GOVERNMENT REFORM AND OVERSIGHT,
Washington, DC.

The subcommittee met, pursuant to notice, at 10:11 a.m., in room
2154, Rayburn House Office Building, Hon. John L. Mica (acting
chairman of the subcommittee) presiding.

Present: Representatives Souder, Mica, Barr, Barrett, and Turn-
er.
Staff present: Robert Charles, staff director and chief counsel;
Dale Anderson, senior investigative counsel; Amy Davenport, clerk;
Michael Yeager, minority counsel; and Amy Wendt, minority staff
assistant.

Mr. MicA. Good morning. I would like to call this meeting of the
Subcommittee on National Security, International Affairs, and
Criminal Justice to order. Good morning, everyone. Thank you for
coming. I apologize for the delay in getting started this morning,
but this is an important hearing and I appreciate your attendance.

This is the latest in a series of hearings on drug treatment and
drug testing. Today, we will hear from two distinguished panels of
experts in drug treatment. We will also hear some contrary points
of view. Accountability in this area is extremely vital, and that is
why we are searching as a congressional committee, through this
hearing and other hearings, for the most effective type of drug
trea}t;ment. We need to know exactly what works and what doesn’t
work,

Initially, let me say that we spend in excess of $3 billion Federal
tax dollars on drug treatment annually. It is an astounding
amount. In that context, we hear a lot of statistics about drug
treatment and its effectiveness.

For that reason, the Speaker of the House and many of us in
Congress have joined in a bipartisan request that the General Ac-
counting Office determine where Federal dollars are being spent
and whether those dollars, in fact, are being spent effectively. We
have now received the GAQ’s report, and we will hear testimony
about this report.

In addition to GAO, on the first panel, we will also hear from Dr.
Donald Vereen, General McCaffrey’s deputy; Dr. Marsha Lillie-
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Blanton, a drug treatment expert; Dr. Sally Satel, a clinician who
will explain to us from firsthand experience how the war should be
fought; Dr. Eric Wish, a researcher with a broad range of experi-
ence in the community of treatment scholars will also join us; and
Mr. Ray Soucek, president of Haymarket. He will explain drug
treatment process and the role of spirituality in the recovery proc-
ess.

The second panel today has been assembled to explain more spe-
cific aspects of the treatment problem. Mr. Bryan Hill and Mr. Ar-
thur Pratt will discuss treatment from the perspective of correc-
tional facilities. Dr. Douglas Lipton and Dr. Faye Taxman will con-
clude by sharing with us their expertise on treatment within the
broader criminal justice system. This is an arena where there is
consensus on at least one issue: No one is for addiction. This issue
rises above party, above partisan politics or above ideology. What
we are trying to do here is to truly identify where we should chan-
nel our precious and sometimes limited Federal funds in an effort
to successfully treat addicts. If we all listen to these witnesses with
open minds, I think we can all come away with ideas that hopefully
will make a big difference.

Personally, I think this is one of the most important hearings
this Congress will face because drug addiction and the problem of
illegal narcotics and narcotics use among our population, as we
know, has escalated. Our prisons are filled to the brim, we have
over 2 million people behind bars. My local sheriff, in a hearing we
held in my county, testified that 70 percent of the people behind
his prison walls who are in State prisons, that he sent to our State
facilities, are there because of drug problems or drug crimes or
drug addiction. This is an incredible problem.

The other thing that personally concerns me is the addiction
level and increased drug use by our young people, and there is
nothing that will tear at your heart strings more than to hear of
a parent who has a young son or daughter who is addicted to nar-
cotics and they have tried the various treatment programs and
nothing succeeds.

We have been fortunate in central Florida to have some faith-
based programs that have been very successful, a 90-percent suc-
cess rate. When we spend billions of Federal tax dollars on treat-
ment programs that are not effective, we have a very serious prob-
lem; and we also have hundreds of thousands of parents who are
at wit’s end trying to resolve their personal problems with youth
that have gone astray and they can’t find treatment that works. So
this, indeed, is a very important hearing for the Congress and for
those parents and for the future of those young people who have
fallen into addiction.

I am now pleased to recognize the ranking member of this panel,
the distinguished gentleman, my colleague, Mr. Barrett, for his
opening statement.

Mr. BARRETT. Thank you, Mr. Chairman, and good morning to
our panels of witnesses. This hearing will focus on the effectiveness
of drug treatment programs, particularly in the criminal justice
system, and the potential treatment to combat drug abuse and all
of its attendant social problems: crime, health care costs, social
welfare costs, and lost productivity.
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In January, the National Center on Addiction and Substance
Abuse at Columbia University released a comprehensive study on
the relationship between drug abuse and the growing prison popu-
lation in our country. According to the study, the prison population
in Federal and State systems has exploded over the past two dec-
ades. Between 1980 and 1996, the number of inmates in the United
States more than tripled, from roughly 500,000 people to more than
1.7 million. Drug abuse accounts for the lion’s share of this in-
crease.

In the State prison system, convictions for drug violations ac-
counted for 30 percent of the increase. In the Federal system, 68
percent of the increase is attributable to drug violations. The Co-
lumbia study confirmed other research in what many of us believed
intuitively, that recidivist offenders are most likely drug abusers.
In State prisons, 41 percent of first-time offenders use drugs regu-
larly. Compare that with two-time offenders, 63 percent of whom
abuse drugs. Of those offenders who had 5 convictions or more,
over 81 percent were regular drug users. The Columbia study con-
cluded that our failure to provide adequate drug treatment pro-
grams in prisons was a missed opportunity to reduce crime and the
myriad taxpayer cost associated with drug use.

The key question today is basic: Does drug treatment work? If
the answer to that question is “Yes”; and that appears to be the
consensus among health care professionals, social scientists, and
experts in the criminal justice field, what can we do to optimize
treatment outcomes and get the biggest bang for our buck? What
ingredients are necessary for a successful drug treatment program?
What systems need to be in place to maximize the impact of treat-
ment, especially in our jails and prisons? How effective are drug
courts in putting these ingredients together? And what can we in
Congress do to make the system better?

I look forward to hearing the testimony of our witnesses today.
We also expect to be joined shortly by Representative John Con-
yers, the distinguished ranking Democratic member of the Judici-
ary Committee. He will speak briefly about a bill he and I intro-
duced together in March. The purpose of this bill, which is sup-
ported by the Justice Department and Office of National Drug Con-
trol Policy, is to free up prison construction funds and allow the
States, if they choose, to spend the money on appropriate drug test-
ing and drug treatment in the prisons. It is one important way to
help break the cycle of drugs and crime.

Thank you, Mr. Chairman, and I look forward to hearing from
the witnesses.

[The prepared statement of Hon. Thomas M. Barrett follows:]



Statement of Representative Tom Barrett
Hearing on Drug Treatment Programs and the Criminal Justice System
July 22, 1998
Thank you Mr. Chairman, and good morning to our two panels of witnesses.
Today's hearing will focus on the effectiveness of drug treatment programs,
particularly in the criminal justice system, and the potential of treatment to combat

drug abuse and all of its attendant social problems -- crime, health care costs, social

welfare costs, and lost productivity.

In January, the National Center on Addiction and Substance Abuse at
Columbia University released a comprehensive study on the relationship between
drug abuse and the growing prison population in our country. According to the

dy, the prison population in federal and state systems has exploded over the past
two decades. Between 1980 and 1996, the number of inmates in the United States
more than tripled, from roughly 500,000 to more than 1.7 million. Drug abuse
accounts for the lion's share of this increase. In the state prison system, convictions
for drug violations accounted for 30% of the increase. In the federal system, 68% of

the increase is attributable to drug violations.

The Columbia study confirmed other research and what many of us believed
intuitively -- that recidivist offenders are most likely drug abusers. In state prisons,
41% of first offenders used drugs regularly. Compare that with 2-time offenders --
63% of whom abused drugs. Of those offenders who had 5 convictions or more,
over 81% were regular drug users. The Columbia study concluded that our failure to

provide adequate drug treatment programs in prisons was a missed opportunity to



reduce crime and the myriad taxpayer costs associated with drug use.

The key question today, and one that I will pose to every witness, is basic --
Does drug treatment work? If the answer to that question is yes -- and that appears
to be the consensus among health care professionals, social scientists, and experts in
the criminal justice field -- then what can we do to optimize treatment outcomes and
get the biggest bang for our buck? What ingredients are necessary for a successful
drug treatment program? What systems need to be in place to maximize the impact
of treatment, especially in our jails and prisons? How effective are drug courts in
putting these ingredients together? And what can we, in Congress, do to make the

system better?

I look forward to hearing the testimony of our witnesses today. We expect to
be joined shortly by Representative John Conyers, the distinguished ranking
Democratic ﬁlember of the Judiciary Committee. He'll speak briefly about a bill that
he and I introduced together in March. The purpose of the bill, which is supported
by the Justice Department and the Office of National Drug Control policy, is to free
up prison construction funds and allow the states, if they choose, to spend that
money on appropriate drug testing and drug treatment in the prisons. It's one

important way to help break the cycle of drugs and crime.
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Mr. Mica. I thank the gentleman for his opening statement and
[ am pleased now to yield to the gentleman from Texas, Mr. Turn-
er, for an opening statement.

Mr. TURNER. Thank you, Mr. Chairman. I welcome our witnesses
as well, and I do agree, Mr., Chairman, that this is probably one
of the most important issues this Congress can deal with. Having
been active in trying to work not only here in Congress but pre-
viously in the Texas Legislature in combating drugs and supporting
drug treatment efforts, I must say that I think it is important for
us to recognize at the outset of this hearing that progress in drug
treatment and success in drug treatment oftentimes is incremental
and difficult to measure. And what some would consider a failure
in terms of the statistics might in fact, in truth, be success rates.
So it is a very difficult area.

I want to also say that in Texas, we have experimented success-
fully with funding faith-based drug treatment programs. And while
it is very true that successful drug treatment programs must con-
tain certain elements to be sure that they are working properly,
the overlay of the emphasis on faith-based programs oftentimes has
proven in Texas to be very successful. And so, though I think it
would be an error to say that any program operating under the
name of a faith-based program would be worthy of funding and
worthy of support, I have found that there are many faith-based
programs that operate on very sound principles, and when operated
under those sound principles, the addition of a faith-based empha-
sis has proven very successful.

We understand that getting off drugs involves a very personal
commitment on the part of the person receiving treatment, and of-
tentimes faith can be an important element in assisting them to
successfully get off drugs. So I look forward to hearing from our
witnesses today, and I am hopeful that the hearing will be produc-
tive and that this Congress can move forward in fighting the prob-
lem of drug abuse that is so widespread in this country.

Thank you, Mr. Chairman.

Mr. Mica. I thank the gentleman. At this time, I would like to
welcome our first panel of experts. We have Dr. Donald Vereen,
who is the Deputy Director of the Office of National Drug Control
Policy. We have Dr. Marsha Lillie-Blanton, and she is an Associate
Director of the U.S. General Accounting Office. Dr. Sally Satel is
a psychiatrist at the Oasis Clinic. Dr. Eric Wish is director for the
Center for Substance Abuse. Mr. Raymond Soucek is president of
the Haymarket Center.

I am pleased to welcome our panelists. This is an investigative
and oversight subcommittee of Congress, and we do swear in all of
our witnesses, so if you would please stand and raise your right
hands.

[Witnesses sworn.]

Mr. Mica. The record will reflect that the witnesses answered in
the affirmative, and, again, I am pleased to welcome each of you
to our panel this morning. Some of you I know have testified before
and may be familiar, but we do try to limit your verbal and oral
comments to this subcommittee to 5 minutes. If you have lengthy
statements or additional material which you would like made a
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part of the record, we will do that by unanimous consent. So we
ask you to adhere to that rule.

And we will proceed at this time, first, by welcoming and recog-
nizing Dr. Donald Vereen. Sir, you are recognized, and welcome.

STATEMENTS OF DONALD VEREEN, M.D., DEPUTY DIRECTOR,
OFFICE OF NATIONAL DRUG CONTROL POLICY; MARSHA
LILLIE-BLANTON, ASSOCIATE DIRECTOR, GENERAL AC-
COUNTING OFFICE; SALLY SATEL, M.D., PSYCHIATRIST,
OASIS CLINIC; ERIC WISH, DIRECTOR, CENTER FOR SUB-
STANCE ABUSE; AND RAYMOND SOUCEK, PRESIDENT,
HAYMARKET CENTER

Dr. VEREEN. Good morning. On behalf of Director McCaffrey, 1
would like to thank the committee for the opportunity to testify
today on the critically important matter of drug treatment in the
criminal justice system.

As members of this committee well know, drug treatment is an
essential component of our national strategy. You are familiar with
the strategy that was developed to break the cycle of drugs and
crime and reduce the hard core drug user population.

I am especially pleased to have the opportunity to address this
issue now when Congress is approaching final decisions on the fis-
cal year 1999 National Drug Control Strategy and Budget, and it
is of course important and the hope of Director McCaffrey and my-
self that the Congress will adopt the strategy and the budget as
the interrelated whole that they represent.

It is very important to emphasize that the whole and its integrity
is what is important, and treatment is a very important part of
that and treatment within the criminal justice system.

But before I do that, it is important to recognize the members of
this committee. Congressman Mica, your comments were right on
target. The motivation, the experiences that you shared with us,
make it very clear why this is an important issue and an important
problem to tackle.

I want to recognize Chairman Hastert and Representative Bar-
rett for your leadership in this area, and also to thank Representa-
tive Cummings for his support.

1 have a written statement and I would like to ask that it be
made a part of the record for the proceedings.

Mr. MicaA. Without objection, so ordered.

Dr. VEREEN. I will be very brief.

The Congress has provided consistent bipartisan support for the
drug treatment research agenda. The drug research budget has
gone from $194.4 million in 1992 to $323.5 million in 1998. That
is a 66.4-percent increase.

As the former Special Assistant to the Director of Medical Affairs
at the National Institute on Drug Abuse, I am aware and appre-
ciative of the budget support. Today, I ask the committee to con-
sider the fruits of that research by assisting the Office of National
Drug Control Policy in bringing Federal policy and resource alloca-
tion into agreement with what the research has been teaching us.
It is a very important point that we will try to underscore here.

First, the research has demonstrated that drug treatment has a
consistent and significant positive impact on criminal behavior,



8

drug use, employment, and disease transmission with its associated
health care costs. We have several studies documented in the lit-
erature that have been submitted.

But, I have a picture to show you. Could we put this up quick-
ly—so that you get a visual sense of the effects of drug treatment
on the kinds of outcomes that we are interested in.

In terms of illicit drug use, there is a 50-percent decrease in il-
licit drug use after treatment. A particular study shows this de-
crease, on average, is effective 1 year and 18 months out. The point
is there is a significant decrease in illicit drug use after treatment.

Drug selling behavior decreases even further. We are presenting
this in the positive, with nearly 80-percent reduction in drug sell-
ing behavior. A decrease in arrests in the 1-year period after drug
treatment is at 60-percent, a 60-percent decrease. There is more
than 40-percent decrease in homelessness, another important out-
come to observe. It is important to illustrate that drug use and its
consequences are broad, and intervention at this level has broad
outcomes as well,

As a recent Harvard study noted, even given its present state of
development and uneven application when compared to other life-
saving interventions, drug treatment, in terms of net cost, life ex-
pectancy gain, and a couple other issues, substance abuse treat-
ment ranks in the top 10 percent. For example, drug treatment
compares at the same level of the successful treatments of diabetes
mellitus, asthma, and hypertension. From the same set of issues
that are associated with those chronic diseases and the outcomes
associated with the treatments by the established medical profes-
sion, drug treatment compares very favorably at the same level.

Second, the research has identified areas in which drug treat-
ment should and can be improved. Today I can say to you with con-
fidence that we know how to deliver effective drug treatment and
rehabilitation services. Our challenge is to make this information
available in a clear and persuasive manner. We are working very
hard on that.

Third, the research has identified areas in which current Federal
policy and resource allocations run counter to what we know. We
must make a course correction if we are to get the biggest public
safety and public health bang for our buck.

Now a brief note on other recent scientific findings. Last week,
the Family Research Council released the results of their poll of
American voters. They found that 68 percent of those polled believe
that providing drug treatment to inmates before they are released
will reduce future crime. Even more impressive, 76 percent sup-
ported coercing addicts who commit crime into drug treatment pro-
grams. The source and the substance of these findings reinforce the
practical sense of the American people and the nonpartisan nature
of the growing national consensus on the importance of drug treat-
ment. The science is clear, and quite apparently the American peo-
ple have an understanding of this. The science is supporting what
people are thinking and believing, and vice versa.

Finally, I respectfully ask the members of the committee and the
entire Congress to join us in implementing the strategy. The strat-
egy and drug budget are made up of mutually supportive and inter-
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dependent parts, the resulting whole being greater, but requiring
all of the parts.

We congratulate the House on its strong support for increasing
the substance abuse block grant and drug court programs. On the
other hand, we are quite disappointed that the modest $85 million
drug intervention program, which would allow the Department of
Justice to expand the “Breaking the Cycle” initiative by supporting
testing treatment and graduated sanctions to more communities
did not receive support. All of these are essential to our progress
in breaking the cycle of drugs and crime. Without these elements,
the very integrity of the 10-year strategy is threatened.

Furthermore, I think we can all agree that Federal policy should
encourage, not hinder, State implementation of proven approaches.
Congress should allow States to use Federal prison funding for
testing and treatment and use Federal prison treatment funds for
post-incarceration, transitional, and followup services. They are
critical, and these simple steps, we believe, will bring our actions
into closer conformance with our knowledge and that our return on
our research investment then will be obvious. Thank you for your
time and I look forward to answering any questions you may have.

[The prepared statement of Dr. Vereen follows:]



10

Lenesingy ) .
::,‘ oh EXECUTIVE OFFICE OF THE PRESIDENT
é: \‘ﬂ,: 5 OFFICE OF NATIONAL DRUG CONTROL. POLICY
R Washington, D.C. 20503

Statement of Donald R. Vereen, Jr.,, MD, MPH
Deputy Director, Office of National Drug Control Policy
before the House Commiittee on Government Reform and Oversight -
Subcommittee on National Security, International Affairs,
and Criminal Justice, July 22, 1998

On behalf of Director McCaffrey, | would like to thank the Committee for the
opportunity to testify today on the critically important matter of drug treatment in the criminal
justice system. As members of this committee well know, drug treatment is an essential
component of our National Strategy to break the cycle of drugs and crime and reduce the
hardcore user population. [ am especially pleased to have this opportunity now, when the
Congress is approaching final decisions on the FY 1999 National Drug Control Strategy and
budget. It is of course the hope of Director McCaffrey and myself that the Congress will adopt
the Strategy and budget as the inter-related whole they represent. The integrity of the Strategy
hinges on implementation of all its elements.

Before | move on to the topic, [ would like to recognize the members of this Committee
for your commitment to reducing illegal drug use and its consequences. Chairman Hastert,
Representative Barrett, we appreciate your leadership. [ would also like to thank Representative
Cummings for his steadfast support. I have prepared a written statement and I ask that it be
made part of the record of these proceedings. My oral statement will be brief.

The Congress has provided consistent, bi-partisan support for the drug treatment research
agenda. The drug treatment research budget has gone from $194.4 million in 1992 to $323.5
million in 1998 an increase of 66.4%, with a 1999 request of $353.8 million, an increase of
30.3%.

As the former Special Assistant to the Director for Medical Affairs at the National
Institute on Drug Abuse, I am keenly aware and appreciative of that support. Today, I ask the
Committee to consider the fruits of that research and assist the Office of National Drug Control
Policy in bringing Federal policy and resource allocation into agreement with what the research
has taught us.

DRUG TREATMENT IS EFFECTIVE

Research has demonstrated that drug treatment has a consistent, significant, positive
impact on criminal behavior, drug use, employment, and disease transmission with its associated
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health care costs. As a recent Harvard study (“Five Hundred Life-Saving Interventions and Their
Cost Effectiveness”) noted, all substance abuse treatments rank in the top 10 percent of life-saving
interventions, in terms of net cost and life expectancy gain. This is the case, even given the present
state of development and uneven application of drug treatment.

SROS - 1998

The Services Research Qutcome Study (SROS) of the Substance Abuse and Mental health
Services Administration (SAMHSA) is the larges! long-term study of treatment effectiveness.
SROS studied outcomes for a national sample representing 1.1 million individuals five years
after discharge from treatment in 1989 and 1990. Because SROS addressed drug treatment as it
existed in 1989 and 1990, and because it included individuals who dropped out of treatment after
a very short time, modest results might be expected. However, SROS found:

. 21 percent (156,000) fewer users of any illicit drugs, five years after discharge;
. cocaine users were reduced by 45 percent,
. marijuana users by 28 percent,
. crack users by 17 percent, and
. heroin users by 14 percent.

. In addition, SROS found:

. 14 percent (126,000) fewer users of alcohol;

. 56 percent (48,000) fewer stealing cars,

. 38 percent (50,000) fewer breaking and entening,
. 30 percent (101,000) fewer selling drugs,

. 23 percent (28,000) fewer victimizing others;
. 38 percent fewer injecting drugs, and
. 34 percent fewer homeless.

Longer stays in treatment predicted greater reductions in alcohol and drug use and criminality.
SROS found certain areas of significant challenge. Forty-nine percent were readmitted for an
average of two episodes during the follow up period: 77 percent of those treated for heroin use,
69 percent of those who previously had three or more episodes of outpatient methadone
treatment, 65 percent of those who had dropped out of treatment within the first week, and 61
percent of those treated for crack use. Those under age 18 at the time of discharge actuaily
experienced increases in alcohol and crack use and drug-related crime.

In summary, longer stays in treatment predicted greater reductions in alcohol and drug use and
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criminality.

DATOS - 1997

The Drug Abuse Treatment Outcome Study (DATOS), sponsored by the National Institute on
Drug Abuse, compared before and after treatment behaviors of 10,010 drug abusers in nearly 100
treatment programs, representing various treatment modalities in 11 cities. A random sample of
nearly 3,000 patients interviewed 12 months after treatment yielded the following findings:

. Among participants in outpatient methadone treatment, the number of weekly heroin
users decreased 69 percent, weekly cocaine users decreased 48 percent and illegal activity
decreased 52 percent.

. Among participants in long-term residential treatment, heroin use decreased 66 percent,
cocaine use decreased 67 percent, illegal activity decreased 61 percent, and
unemployment decreased 13 percent.

. Among participants in outpatient drug-free treatment, marijuana use decreased 64
percent, cocaine use decreased 57 percent, illegal activity decreased 56 percent, and
unemployment dropped by 7 percent.

. Among participants in short-term inpatient treatment, marijuana use decreased 63
percent, cocaine use decreased 69 percent, illegal activity decreased 58 percent, and no

significant change was found in unemployment.

In summary, treatment resulted in marked decreases in drug use and illegal behavior across the
board and generally resulted in increases in employment.

NTIES - 1997
The Congressionally-mandated National Treatment Improvement Evaluation Study (NTIES) was
conducted by the Center for Substance Abuse Treatment (CSAT). NTIES determined the
persistent (12 month follow up) effects of substance treatment on predominately poor, inner-city
populations as follows:
. use of illicit drugs dropped an average of 50 percent;

. drug selling by 78 percent, shoplifting by 82 percent, and arrests by 64 percent;

. exchange of sex for money or drugs dropped by 56 percent;
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. Homelessness dropped by 43 percent and receipt of welfare income by 11 percent; and

. employment increased 19 percent.

PUBLIC SAFETY RESEARCH

. The 1998 interim report of the evaluation of the Federal Bureau of Prisons’ (BOP) Drug
Treatment Program (a collaborative effort of NIDA and BOP) found that six months after
release, the population receiving treatment was 73 percent less likely to be re-arrested and
44 percent less likely to use drugs than the control group;

. The 1997 report of the NIDA-funded Evaluation of the Delaware Prisons Drug Treatment
Program found that 18 months after release the population that received institutional and
transitional treatment was 57 percent less likely to be re-arrested and 37 percent less
likely to use drugs than the non-treatment population;

. Colorado followed up on treatment graduates and found that, among those who had been
arrested in the 2 years prior to treatment, 80 percent had no arrests and 94 percent had no
DUI arrests;

. Maine followed treatment graduates for a year and found that 78 percent had no arrests;

. Washington found that, after 4 years, substance abusing traffic offenders diverted from

prosecution to treatment had a 22 percent recidivism rate compared to 48 percent for
those who had been convicted; and

. Texas found, after a 1 year follow up of treatment graduates, that 80 percent had no
arrests.

Adult Drug Courts

According to the Bureau of Justice Statistics, in June 1997, the nation’s prisons and jails held
1,725,842 men and women -- an increase of more than 96,100 over the prior year. The increase
in drug offenders accounts for nearly three-quarters of the growth in the federal prison population
between 1985 and 1995. During the same period the number of inmates in state prisons for drug
law violations increased by 478 percent.

‘We cannot arrest our way out of the drug problem. Drug courts represent a solution.

There are nearly 400 drug courts in 275 jurisdictions in the United States today, up from the
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dozen that existed in 1994. More than 100,000 persons have entered drug courts, 70 percent of
whom have either graduated or remain as active participants. ONDCP is aiming to have 2000
drug courts by the year 2000.

Although the program is young, a number of evaluations has been completed. A recent,
scholarly review of 30 of these evaluations, addressing 24 drug courts, concluded:

. Drug courts are able to engage and retain felony offenders in programmatic and treatment
services. Only 26 percent of drug court participants had been in prior substance abuse
treatment, while 72 percent had been in jait or pnson. 60 percent of those who enter drug
courts are still in treatment after one year, roughly double the retention rate for most
community treatment programs.

. Drug courts provide more comprehensive and closer supervision than other community
programs. In 1997, 55 percent of drug courts required at least two drug tests a week
during early phases of the program, 35 percent required weekly tests, and 10 percent bi-
weekly tests. This compares to pre-drug court probation, with 8 percent of the
jurisdictions reporting weekly tests, 52 percent monthly, 33 percent less frequent than
monthly, and 6 percent no testing at all. Again in 1997, 74 percent of reporting drug
courts held status hearings at least bi-weekly during early phases of the program, and 24
percent did so monthly. This compares to pre-drug court probation, where only 27
percent of probationers had face-to-face meetings with their probation officers more often
than monthly.

. Drug use and criminal behavior are substantially reduced during drug court participation.
A survey of 13 drug courts found a positive drug test rate of 10 percent compared to 31
percent for probationers not in drug court. Santa Clara County, California found a drug
court positive rate of 5.4 percent compared to 10.2 percent for offenders in electronic
monitoring, 13.2 percent for offenders in intensive supervision probation, and 24.5
percent for offenders under general probation supervision. Ventura County, Califomia
experienced a 12 percent drug court rearrest rate compared to 32 percent for th
comparison group; the numbers for Jackson County, Missouri were 4 percent and 13
percent respectively.

. Criminal behavior is lower after participation, especially for graduates. In eight
junisdictions studied, rearrest rates were consistently lower among drug court participants.

. Drug courts generate cost savings from reduced jail and prison use, reduced criminality,
and lower criminal justice system costs. Qutpatient drug treatment can run between
approximately $2,000 to $4,000 per year compared with approximately $25,000 to
$31,000 to incarcerate a person for one year. Multnomah County, Oregon calculated
criminal justice savings of $2.5 million over a two year period; Riverside County,
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California saved more than $2 million annually, and the Honolulu drug court averted
costs of between $700,000 and $800,000.

. Drug courts have spurred cooperation within the criminal justice system and between the
criminal justice system and the drug treatment and social services systems.

Juvenile Drug Courts

There are only 37 operational juvenile drug courts and very few completed evaluations. Early
findings indicate that retention is about the same as for adults (nearly 70 percent) and recidivism
to drug use and crime are markedly lower, especially among program graduates.

Some particularly instructive, if anecdotal, information about the relationship of drug treatment
to the criminal justice system was generated by the juvenile drug court in Santa Clara County.
Participants were asked to identify what had the greatest impact on their ability to stay drug-free.
Their answers underscore the potent combination presented by the criminal justice and treatment
systems acting in concert. They identified: constant monitoring and support by their probation
officer; having to face the judge and explain their behavior; urine testing; positive reinforcement
from the drug treatment team; expectations from the court; not wanting to let staff down; and a
sense of humor by the drug treatment team.

These young people have in essence identified the elements for effective treatment and
management of criminal justice populations. Get to them as early as possible; employ a formal
assessment as a basis for the treatment and rehabilitation plan, and for tracking progress; employ
swift, graduated, and palpable incentives and sanctions; and maintain unbroken supervisory and
support contact. The need for structure is apparently even greater for juveniles than for adults.

These principles can be expressed more completely as follows. All treatment programs should
be required to employ a comprehensive assessment instrument at the point of intake, and to
update that assessment periodically during the course of treatment and recovery. Programs must
be required to assess progress and to respond to the lack of progress. All treatment programs
should be required to develop a formal, long-term rehabilitation plan, in accordance with the
results of the assessment; and review and revise it in accordance with periodic assessments. This
must include the initial intensive therapy and pharmacology and the longer term recovery plan.
All formal treatment interventions should include specific, realistic relapse prevention training
and compliance motivation training, during the initial course of treatment and as a continuing
part of recovery.

Consequences for non-compliance should be established clearly; they should be graduated and
employed swiftly and fairly. Treatment programs should be held accountable for results in light
of the relative difficulty of the population they serve, as determined by the initial, comprehensive
assessment. Finally, a formal supervision and support person or organization should be
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designated for each person who completes the initial stage of treatment, to provide management
and supervision and ensure continuing compliance with the recovery plan.

TREATMENT CAN GET BETTER

Research has identified areas in which drug treatment can and should be improved.
Today, I can say to you with confidence, we know how to deliver effective drug treatment and
rehabilitation services. Our challenge is to make this information available in a clear and
persuasive manner.

Treatment Models. Among the essential steps toward maintaining effective treatment in a
managed care environment, is the development and dissemination of treatment models -- models
that describe the essential elements of treatment and the processes required to engage, retain, and
successfully graduate treatment clients. After years of focusing almost entirely on post-treatment
outcomes -- most often drug use and criminal behavior -- researchers have begun to look more
carefully into the elements and dynamics of treatment.

Given that treatment retention for 90 or more days appears to be the key to many interim and
long-term outcomes, the question we must answer is what predicts retention into and through that
cntical 3rd month? Analysis of data from the Drug Abuse Treatment Qutcome Study (DATOS)
yields some significant findings.

. The counselor is the key to engagement. A positive therapeutic relationship in the
first month -- client respect for the counselor and counselor rapport with the client
-- predicts session attendance in the first three months, which along with
educational class attendance, predicts behavioral compliance in the third month
(re: drug use, illegal activities, and psychosocial adjustment), which in turn
predicts longer stay in treatment and participation in “aftercare.”

. The therapeutic focus and strategy -- the tools the counselor uses -- are obviously
of importance. Research and clinical experience suggest that: goal setting (with
tools like contingency management and mapping); empathy building; and
problem solving are among the elements of effective treatment.

We will continue to support research along these lines, to improve the delivery of treatment
services and to protect the integrity of effective approaches from uninformed cost cutting.

Treatment Improvement Protocols and Therapy Manuals for Drug Addiction. The Center
for Substance Abuse Treatment (CSAT) has published 26 Treatment Improvement Protocols
(TIPS), four addressed to specific juvenile and criminal justice populations, which give research-
based guidance for the development and conduct of a wide range of treatment programs. In
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concert with the TIPs initiative, CSAT created 11 Addiction Technology Transfer Centers
(ATTC), which cover 24 states and Puerto Rico. The purpose of these university-based centers
is to train substance abuse counselors and related health, social service, and criminal justice
professionals. TIPs serve as the basis for comprehensive training packages and courses
developed and disseminated by the centers. Three TIPs have been established as priorities for
development, including a criminal justice TIP. In addition to these packages, the ATTCs have
developed a set of addiction counselor competencies that serves as the basis for practice
guidelines employed by such organizations as the National Association of Alcohol and Drug
Addiction Counselors (NAADAC). A comprehensive evaluation of TIPs will begin this year.

To ensure that the treatment providers apply the most current science-based approaches to their
patients, NIDA has supported the development of the “Therapy Manuals for Drug Addiction”
series. This series reflects NIDA’s commitment to rapidly applying basic findings in real-life
settings. Manuals are now available for the conduct of cognitive-behavioral and community
reinforcement approaches to treating cocaine addiction.

The Contributions of National Organizations. National health care professional and provider
organizations are key to the delivery of effective treatment. The efforts of these organizations
advance the field of drug treatment by their research and dissemination of state-of-the art
treatment approaches.

One important example is the American Society of Addiction Medicine (ASAM), which has
exercised national leadership in establishing assessment and placement criteria for addiction
treatment. Another is Therapeutic Communities of America (TCA), which in concert with the
Ohio Department of Alcohol and Drug Addiction, has developed a comprehensive set of
operating standards for prison-based therapeutic communities (TCs) -- over 120 standards across
11 program domains. With ONDCP support, these standards will now be validated through field
tests in operational prison settings A Standards Evaluation Trial will be conducted at up to six
prison sites. Standards will be vahidated or revised based on these reviews. Final standards will
be put into a format appropriate for accreditation of TC programs in correctional settings, for use
by organizations such as the American Correctional Association (ACA).

National Conferences. The research and the experience of seasoned practitioners tell us how
to deliver effective treatment to criminal justice populations -- how rehabilitation services must
be structured and what elements are essential. Yet programs are too often conducted on a partial
and piecemeal basis -- where elements central to treatment success are inadequate or missing
altogether. To bring the established research to light as part of our national commitment,
ONDCP is conducting a two-phased assessment. First, in March, a Consensus Meeting among
scholars and practitioners was held to determine and disseminate the content and limits of the
science addressing the delivery of rehabilitation services to drug dependent criminal justice
populations. The March meeting will provide the outline for a major white paper and 1999



18

Strategy chapter on treatment in the criminal justice system. A major national conference will
follow, tentatively scheduled for the fall of 1998, which will develop the March results and
provide a strategic action plan.

While still under review, the findings from the March conference address a number of policy

areas.

Transitional Services. Criminal justice and other institutional treatment programs must
focus more attention on transition back to the community. Continuity of service is
important to stable recovery, and continuing supervision is an effective way to counter
the otfender’s tendency to manipulation and risk of relapse. Effective transition can be
accomplished with outreach to community programs by the institution, “reach-in" to the
institution by community programs, or planning and monitoring by a 3rd party, like a
TASC program. Establishing a systematic 1:ansition program can enable institutions to
target and vary intensity and duration of institutional and community treatment,
depending on the crime and drug history of offenders (For example, lower risk offenders
might be offered shorter institutional treatment followed by intensive transitional
community treatment services.)

Coercion and Internal Motivation. Research suggests that more attention needs to be
focused on internal motivation as a predictor of and an important contributor to stable
positive results from drug treatment. Coercion is clearly justified by results -- treatment
entry and initial retention. And coercion is essential for hardcore users who ultimately
benefii most from treatment. However, external force (coercion) alone can be counter
productive when applied to an individual who has not recognized substance abuse as
being problematic, and it will not sustain recovery. Internal motivation is important to
measure as a good predictor of success and important to foster as a basis for stable
recovery. For best results, treatment should be lengthy, structured, flexible, and
evaluated regularly.

Systematic Policy Approach. Systemic policies are the proper focus for efforts to link
treatment with the criminal justice system. The tendency of the criminal justice system to
focus on programs rather than system policy results in continued, episodic treatment of
small percentages of the population in need. To move past coordination around specific
programs to systems integration requires systematic case management and clearly defined
policies regarding critical elements and roles in the delivery of the related services.
Treatment is difficult -- research indicates that 25 to 35 percent offered treatment picked
jail time instead. Coercion is appropriate but insufficient for stable recovery -- the
treatment process itself can foster internal motivation over time.

Prison Treatment Programs. The therapeutic community (TC) modality has proven
effective in reducing criminal recidivism and drug use among criminal justice
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populations. Over 80 percent of the admissions to community TCs have criminal
histories and most of the residential programs in state prisons are modified TCs. The
most consistent reductions are found when institutional programs are followed by
transitional or aftercare programs, especially when these post-institutional programs are
consistent with and continue the treatment begun in the institution. Despite this record of
success, it remains true that most drug-dependent inmates do not volunteer for treatment
in prison, many who enter drop out, and most who enter do not volunteer to continue
their treatment after release. Therefore, the fostering of individual motivation must be a
focus of treatment policy and programs in the criminal justice system.

. Fostering Retention. A significant proportion of patients enter drug treatment with
limited or short-lived motivation. It is therefore incumbent on the treatment process to
proceed in a way that fosters engagement early as a way to ensure retention and, with it,
reinforcing behavioral improvements. To do this requires that the initial treatment
process be focused on factors related most directly to retention -- self-rated motivation,
self-rated therapeutic relationship, in-treatment drug taking, and frequency of session
attendance. Positive behavior on one or more of these measures tends to predict positive
behavior on the others, and in concert these measures foster retention, which, in tum,
reenforces the positive behaviors.

Breaking the Cycle. The Office of National Drug Control Policy has worked closely with the
Departments of Justice and Health and Human Services to design an approach that will allow
communities to safely and effectively work with drug dependent offenders. The resulting
"Breaking the Cycle" concept offers the promise of reducing the wasteful incarceration of
offenders who can be successfully supervised and rehabilitated at the community level.

Breaking the Cycle will demonstrate the impact of a systematic response to chronic, hardcore
drug use. The program encompasses the integrated application of testing, assessment, referral,
supervision, treatment and rehabilitation planning and delivery, routine progress reporting to
maintain informed judicial oversight, graduated sanctions for noncompliance, relapse prevention
training and skill building, and structured transition back into the mainstream community.

The program began its Phase I implementation in Birmingham, Alabama, on June 2, 1997. Phase
I includes all offenders charged with drug possession and/or forged prescriptions. Since its
inception, nearly 2,000 offenders have been assessed and admitted to the program. During the
month of May alone, over 1,600 drug tests were administered for active BTC participants. In
July the program will reach full implementation with all offenders required to participate as a
condition of their release from jail. The program is being documented and evaluated by the
National Institute of Justice and additional sites, juvenile as well as adult, will be selected for
participation in 1998.

10
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Drug-Free Prison Zone Demonstration Project. The Drug-Free Prison Zone Demonstration
Project is a 36 million initiative being conducted jointly by ONDCP, the National Institute of
Corrections (NIC), and the Federal Bureau of Prisons (BOP) to interdict and control the
availability of drugs in prisons. Demonstration projects will commence in Federal prisons in
1998, and at selected State prisons by next year. Activities include: regular inmate drug testing;
advanced technologies for drug detection; and training of correctional and other institutional
staff.

BOP will test ion spectrometry drug detection equipment at 28 BOP facilities. This technology
provides the capability to quickly and accurately detect microscopic traces of drugs (e.g.,
cocaine, heroin, methamphetamine, PCP, LSD, and THC) on an individual’s skin and clothing,
as well as on other surfaces. Ninety day tests of this technology, at the Federal Correctional
Institution Tucson and Metropolitan Detention Center Los Angeles, resulted in reduction in the
rate of serious drug-related inmate misconduct (e.g., introduction, use, or possession of drugs) of
86 percent and 58 percent respectively.

AREAS OF NEEDED CHANGE

A brief note on other recent findings. Last week the Family Research Council released
the results of their poll of American voters. They found that 68 percent of those polled believe
that providing drug treatment to inmates, before they are released, will reduce future crime.
Even more impressive, 76 percent support coercing addicts, who commit crime, into drug
treatment programs. The source and substance of these findings reinforce the practical sense of
the American people and the non-partisan nature of the growing national consensus on the
importance of drug treatment. The science is clear and the people’s view of what is needed is in
line with what the science shows.

Finally, I respectfully ask the members of this committee and the entire Congress to join
us in implementing the Strategy. The Strategy and drug budget are made up of mutually
supportive and interdependent parts, the resulting whole being greater than but requiring all of its
parts.

We appreciate the House for its strong support of the substance abuse block grant and
drug court programs. On the other hand, we would advocate that the modest $85 million drug
intervention program -- allowing the Department of Justice to expand the “Breaking the Cycle”
initiative, by bringing testing, treatment, and graduated sanctions to more communities, remains
an important initiative. We are disappointed this did not receive Congressional support. All are
essential to our progress in breaking the cycle of drugs and crime.

Furthermore, I think we can all agree that Federal policy should encourage not hinder
state implementation of proven approaches. Congress should allow the states to use federal



21

prison funding for testing and treatment, and to use federal prison drug treatment funds for post-
incarceration, transitional and follow up services that are critical to supervised reentry into the
community.

These simple steps will bring our actions into closer conformance with our knowledge.
They are the return on your research investment. Thank you. I will be happy to answer any
questions.

12
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Mr. Mica. Thank you, Dr. Vereen, for your comments. We are
going to withhold any questions until we finish the whole panel.

I want to take just a moment to congratulate our Director of the
National Office of Drug Control Policy, General McCaffrey, for his
leadership and his outspokenness that I think was very wanted to-
ward policy in the Netherlands. The legalization that the country
has experimented with is indeed disastrous, and he has been very
courageous in making those statements and sticking to his guns.
And that, followed by his performance on the needle exchange pro-
gram, we are really pleased with the cooperation.

Finally, just as a footnote, we are interested in putting whatever
resources that can be justified from the Congress to the Depart-
ment of Justice and other agencies. We will work with you, and
that indeed is one of the reasons for this hearing, to determine
what is effective and what funds can be used and what treatment
programs will work.

With those quick comments, I would like to now recognize Dr.
Marsha Lillie-Blanton, who is the Associate Director of the U.S.
General Accounting Office. Welcome, and you are recognized.

Ms. LILLIE-BLANTON. I would like to thank you for inviting me,
and I would also like to ask if my full testimony could be entered
into the record.

Mr. MicA. Without objection, so ordered.

Ms. LILLIE-BLANTON. Each year, the Federal Government,
States, and private entities spend billions of dollars on drug treat-
ment. The Federal Government alone spent $3.2 billion in fiscal
year 1998, representing 20 percent of the Federal drug control
budget. It is estimated that about 2.4 million individuals obtained
some form of drug treatment in 1996, the most recent year for
which data are available.

Because drug treatment is a significant component of the Na-
tion’s drug control strategy, you asked us to provide you with infor-
mation on what is known about the effectiveness of drug treat-
ment. My comments are based on our review and synthesis of find-
ings for major evaluations of drug abuse treatment effectiveness.

In brief, we found that several large multisite longitudinal stud-
ies have produced considerable evidence that drug abuse treatment
is beneficial to the individual in treatment and to society. However,
growing concerns about the validity of self-reported data on drug
use suggests that the benefits of treatment reported by these stud-
ies may be overstated.

Now I would like to talk specifically about our major findings in
the report. First, based on several major studies conducted over a
period of nearly 30 years, there is consistent evidence, as has al-
ready been said, that a substantial proportion of clients being stud-
ied report reductions in drug use and criminal activity at least 1
year foilowing treatment.

The most recent of these studies, the drug abuse treatment out-
come study, called DATOS, found, for example, drug use among a
sample of clients in a residential treatment program was reduced
by more than half, from 66 percent of the clients reporting weekly
or more frequent cocaine use in the year prior to treatment, to 22
percent reporting regular cocaine use after treatment. Also, preda-
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tory illegal activity was reduced by more than half, from 41 percent
of the clients to 16 percent after treatment.

Involvement in criminal activity is one of several outcome meas-
ures generally assessed in evaluations of drug treatment. This is
partly because the link between drug use and criminal activity is
not inconsequential. At least half of the people brought into the
Nation’s criminal justice system have a substance abuse problem
and a large percentage of the participants in the studies we re-
viewed were involved with the criminal justice system. For exam-
ple, 56 percent of DATOS clients reported being on probation, on
parole, or awaiting trial. As such, the benefits of treatment are
generally measured in terms of reductions in not only drug use, but
in criminal activity as well.

Our second major finding is concerned with the quality of the
evidence on the effectiveness of treatment. Because all of the effec-
tiveness studies relied on information reported by the clients, the
level of benefit derived from treatment may be overstated. Al-
though this method of data collection is commonly used in national
surveys and drug abuse treatment evaluations, recent questions
about the validity of self-reported drug use raised concerns about
this approach. A recent National Institute of Drug Abuse review of
current research on clients in the criminal justice system and cli-
ents formerly in treatment suggests that 50 percent or fewer cur-
rent users accurately report their drug use.

As questions have developed about the accuracy of self-reported
data, researchers have begun using more objective means to vali-
date such data. For example, researchers involved in the national
treatment improvement evaluation study, called NTIES, collected
objective measures of drug use on a subset of clients and found
that 20 percent of those in the validation group acknowledged co-
caine use within the past 30 days. Urinalysis revealed recent co-
caine use to be 29 percent. Because the results from the major
studies of treatment effectiveness were not adjusted for the likeli-
hood of underreported drug use, as was found in NTIES, the reduc-
tions in drug use found may be overstated.

Finally, our last finding focused on evidence that is available for
specific groups of drug users. Using Federal dollars most effectively
requires an understanding of which approaches work best for dif-
ferent groups of drug users. On this subject, however, research
findings are less definitive. Although strong evidence supports
methadone maintenance as the most effective treatment for heroin
addiction, less is known about the best ways to provide treatment
service to cocaine users or to adolescents.

For cocaine abusers, a number of pharmacotherapies have been
studied and some have proven successful in one or more clinical
trials. No medication, however, has demonstrated substantial effi-
cacy, once subjected to several rigorously controlled trials. And
without a pharmacologic agent, treatment practitioners have relied
on cognitive behavioral therapies to treat cocaine addiction.

For adolescents, a population we talked about for which there is
great concern because of growing use of drugs among teens, the
evidence is also less definitive. Although family based intervention
shows promise as an effective treatment for adolescents, no one
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treatment approach has been shown to be consistently superior to
others in achieving better treatment outcomes for this population.

In conclusion, the Federal Government currently provides sub-
stantial support for drug treatment. Monitoring the performance of
treatment programs can help ensure that we are making progress
to achieve the Nation’s drug control goals. Although studies con-
ducted over nearly three decades consistently show that treatment
reduces drug use and crime, current data collection techniques do
not allow accurate measurement of the extent to which treatment
reduces the use of illicit drugs.

This concludes my prepared statement and I will be happy to an-
swer any questions you or members of the subcommittee may have.

[The prepared statement of Ms. Lillie-Blanton follows:]
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Mr. Chairman and Members of the Subcommittee:

We are pleased to be here today to discuss our recent report on drug abuse
treatment research findings.! As you know, illicit drug use in the United States remains a
serious and costly problem. In a 1996 survey, about 13 million Americans reported using
illicit drugs in the past month. Each year, as many as 11,000 deaths are linked to illicit
drug use. To combat the nation's drug abuse problem, the federal government and states
spend about $27 billion annually. Further, the total annual cost of illicit drug use to
society is estimated at $67 billion for costs associated with health care and drug addiction
prevention and treatment programs, drug-related crime, and lost resources resulting from
reduced worker productivity or death.

Because drug abuse treatment is a significant component of the nation's drug
control strategy, you asked us to examine the major research findings on drug abuse
treatment effectiveness. My remarks today will focus on (1) the overall effectiveness of
drug abuse treatment; (2) the methodological issues affecting drug abuse treatment
evaluations; and (3) what is known about the effectiveness of specific treatments for
heroin, cocaine, and adolescent drug addiction. My comments are based on our review
and synthesis of findings from major evaluations of drug abuse treatment effectiveness.

In brief, we found that large, multisite, longitudinal studies have produced
considerable evidence that drug abuse treatment is beneficial to the individual undergoing
treatment and to society. The studies have consistently found that a substantial
proportion of clients being studied report reductions in drug use and criminal activity
following treatment. The studies also show that clients who stay in treatment for longer
periods report better outcomes. However, drug abuse treatment research is complicated
by a number of methodological challenges that make it difficult to accurately measure the
extent to which treatment reduces drug use. In particular, growing concerns about the
validity of self-reported data, which are used routinely in the major evaluations of drug
abuse treatment, suggest that the treatment benefit reported by these studies may be
somewhat overstated In addition, the research evidence to support the relative
effectiveness of specific treatment approaches or settings for particular groups of drug
abusers is limited Whule one specific treatment approach-methadone maintenance—has
been shown to be the most effective treatment for heroin addiction, research on the best
treatment approach or setting for cocaine addiction or adolescent drug users is less
definitive.

'Drug Abuse: Research Shows Treatment [s Effective, but Benefits May Be Overstated
(GAO/HEHS-98-72, Mar. 27, 1998).

GAO/T-HEHS-98-185
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BACKGROUND

In general, drug abuse is defined by the level and pattern of drug consumption and
the severity of resulting functional problems. People who are dependent on drugs often
use multiple drugs and have substantial health and social problems, including mental
health disorders. One of the many challenges to providing effective treatment for
addiction is the complicated nature of the disorder. Unlike other chronic diseases, drug
addiction extends beyond physiological influence to include significant behavioral and
psychological aspects. For example, specific environmental cues that a drug abuser
associates with drug use can trigger craving and precipitate relapse, even after long
periods of abstinence. Therefore, drug abusers may enter treatment a number of times,
often reducing drug use incrementally with each treatment episode.

Despite the potential for relapse to drug use, not all drug users require treatment
to discontinue use. For those who require treatment, services are provided in either
outpatient or inpatient settings and via two major approaches—pharmacotherapy and
behavioral therapy-with many programs combining elements of both. Although
abstinence from illicit drug use is the central goal of all drug abuse treatment, researchers
and program staff commonly accept reductions in drug use and criminal behavior as
realistic, interim goals.

Since the early 1990s, federal spending for drug abuse treatment has grown
steadily. Of the approximately $16 billion budgeted for drug control activities in fiscal
year 1998, drug abuse treatment accounted for $3 2 billion, or 20 percent. Over half of
federal drug abuse treatment funds were allocated to the Department of Health and
Human Services (HHS) to support block grants to the states, drug abuse treatment
services, and related research. An additional third of treatment dollars are spent by the
Department of Veterans Affairs to support drug abuse treatment services to veterans and
their inpatient and outpatient medical care. To meet the requirements of the Government
Performance and Results Act of 1993, agencies are beginning to set goals and
performance measures to monitor and assess the effectiveness of federally funded drug
abuse treatment efforts. However, demonstrating the efficient and effective use of federal
drug abuse treatment funds is particularly challenging because most of these funds
support services provided by state and local grantees, which are given broad discretion in
how best to use them.

RESEARCH CONSISTENTLY DEMONSTRATES
EN S OF DRUG ABUSE TREATMENT

In numerous large-scale studies examining the outcomes of drug abuse treatment
provided in a variety of settings, researchers have concluded that treatment is beneficial.
Clients receiving treatment report reductions in drug use and criminal activity as well as
other positive outcomes. The studies have also demonstrated that better treatment

2 GAO/T-HEHS-98-185
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outcomes are associated with longer treatment periods but have found that retaining
clients in treatment programs is problematic.

Major Studies Report Reductions in Drug Use

and Cnme Following Treatment

Comprehensive analyses of the effectiveness of drug abuse treatment have been
conducted by several major, federally funded studies over a period of nearly 30 years: the
Drug Abuse Treatment Outcome Study (DATOS), the National Treatment Improvement
Evaluation Study (NTIES), the Treatment Outcome Prospective Study (TOPS), and the
Drug Abuse Reporting Program (DARP). These large, multisite studies—conducted by
research organizations independent of the groups operating the treatment programs being
assessed—-were designed to measure people's involvement in illicit drug and criminal
activity before, during, and after treatment. Although the studies report on reductions in
drug use from the year prior to treatment to the year after, most also track a subset of
treatment clients for followup interviews over longer time periods. For example, DARP
followed clients for as long as 12 years, TOPS for 3 to 5 years following treatment, and
DATOS researchers are planning additional followup to determine long-term outcomes.
These studies are generally considered by the research community to be the major
evaluations of drug abuse treatment effectiveness, and much of what is known about
"typical" drug abuse treatment outcomes comes from these studies.?

All of these major studies, which have evaluated the progress of thousands of
people, concluded that drug abuse treatment was effective when outcomes were assessed
1 year after treatment. They found that reported drug use declined when clients received
services through any of three drug abuse treatment approaches-residential long-term,
outpatient drug-free, or outpatient methadone maintenance-regardless of the drug and
client type.® DATOS found that, of the individuals in long-term residential treatment, 66

“See Institute of Medicine, Treating Drug Problems (Washington, D.C.: Institute of
Medicine, 1990) See also "Drug Abuse Treatment Outcome Study (DATOS)," Psychology
of Addictive Behaviors, Vol. 11, No. 4 (1997), pp. 211-323. For information on NTIES, see

reatment Improvement Ev: ion —Final Ri (Mar. 1997),
prepared by the National Opinion Research Center at the University of Chicago in
collaboration with the Research Triangle Institute for the Center for Substance Abuse
Treatment, Substance Abuse and Mental Health Services Administration.

%In its 1990 report, Treating Drug Problems, the Institute of Medicine concluded there was
little evidence to suggest that hospital-based chemical dependency programs, a type of
inpatient treatment, were either more or less effective for treating drug problems than
chemical dependency programs not located in hospitals. DATOS found that clients
receiving treatment in short-term inpatient programs reported substantial reductions in
drug use, but statistical analysis did not show that the reductions were attributable to the

3 GAO/T-HEHS-98-185
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percent reported weekly or more frequent cocaine use in the year prior to treatment,
while 22 percent reported regular cocaine use in the year following treatment. Also, 41
percent of this same group reported engaging in predatory illegal activity in the year prior
to treatment, while 16 percent reported such activity in the year after treatment.

Previous studies found similar reductions in drug use and criminal activity. For
example, researchers from the 1980s TOPS study found that across all types of drug
abuse treatment, 40 to 50 percent of regular heroin and cocaine users who spent at least
3 months In treatment reported near abstinence during the year after treatment, and an
additional 30 percent reported reducing their use. Only 17 percent of NTIES clients
reported arrests in the year following treatment—down from 48 percent during the year
before treatment.

nger Tr: t Episodes Have Better
Tr: tion
i Client -

Another finding across these studies is that clients who stay in treatment longer
report better outcomes. For the DATOS clients that reported drug use when entering
treatment, fewer of those in treatment for more than 3 months reported continuing drug
use than those in treatment for less than 3 months. DATOS researchers also found that
the most positive outcomes for clients in methadone maintenance were for those who
remained in treatment for at least 12 months. Earlier studies reported similar results.
Both DARP and TOPS found that reports of drug use were reduced most for clients who
stayed in treatment at least 3 months, regardless of the treatment setting.

Although these studies show better results for longer treatment episodes, they
found that many clients dropped out of treatment long before reaching the minimum
length of treatment episode recommended by those operating the treatment program. For
example, a study of a subset of DATOS clients found that all of the participating
methadone maintenance programs recommend 2 or more years of treatment, but the
median treatment episode by clients was about 1 year. Long-term residential programs
participating in DATOS generally recommended a treatment duration of 9 months or
longer, while outpatient drug-free programs recommended at least 6 months in treatment;
for both program types, the median treatment episode was 3 months.

treatrnent.

4 GAO/T-HEHS-98-185
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ENT BENEFITS BE
OVERSTA BY MAJOR STUDIES

Because all of the effectiveness studies relied on information reported by the
clients, the level of treatment benefit reported may be overstated. Typically, drug abusers
were interviewed before they entered treatment and again following treatment and asked
about their use of illicit drugs, their involvement in criminal activity, and other drug-
related behaviors.® Although this data collection method is commonly used in national
surveys and drug abuse treatment evaluations, recent questions about the validity of self-
reported drug use raise concerns about this approach. In general, self-reporting is least
valid for (1) the more stigmatized drugs, such as cocaine; (2) recent use; and (3) those
involved with the criminal justice system. A recent National Institute on Drug Abuse
(NIDA) review of current research on the validity of self-reported drug use highlights the
limitations of data collected in this manner.®> According to this review, recent studies
conducted with criminal justice clients (such as people on parole, on probation, or
awaiting trail) and former treatment clients suggest that 50 percent or fewer current users
accurately report their drug use in confidential interviews.

As questions have developed about the accuracy of self-reported data,’ researchers
have begun using more objective means, such as urinalysis, to validate such data. For
example, NTIES researchers found that 20 percent of those in a validation group
acknowledged cocaine use within the past 30 days, but urinalysis revealed recent cocaine
use by 29 percent. TOPS researchers reported that only 40 percent of the individuals
testing positive for cocaine 24 months after treatment had reported using the drug in the
previous 3 days.

*A large percentage of the clients participating in the studies we reviewed were involved
with the criminal justice system. For example, 56 percent of DATOS clients reported
being on probation or parole or awaiting trial when they entered treatment; 31 percent of
DATOS chients were referred into treatment by the courts.

*National Institutes of Health, Vald f -Reported : Improving th
Accuracy of Survey Estimates, National Institute on Drug Abuse Research Monograph

Series 167 (Washington, D.C.: HHS, 1997).

*The research literature prior to the mid-1980s showed drug use self-reporting to be
generally valid, while studies conducted since then have raised concerns about validity.
The apparent change in validity may be due in part to improved urinalysis testing that
now detects drug use more accurately. It is also possible that individuals were more
willing to admit to using illicit drugs when societal reaction toward drug use was not as
strong as it is today. Even today, researchers are not in agreement on the limitations of
self-reported data. For example, the researchers for DATOS, the most recently completed
study of drug treatment, acknowledged limitations to self-reported data but asserted that
most of these data are reasonably reliable and valid.

5 GAO/T-HEHS-98-185
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Because results from the major studies of treatment effectiveness were not
adjusted for the likelihood of underreported drug use, reductions in drug use found may
be overstated. However, researchers emphasize that client reporting on use of illicit
drugs during the previgus year (the outcome measure used in most effectiveness
evaluations) has been shown to be more accurate than client reporting on current drug
use (the measure used to assess the validity of self-reported data). Therefore, they
believe that the overall findings of treatment benefits are still valid.

Although supplementary data collection, such as hair analysis or urinalysis, can
help validate the accuracy of self-reported data, these tools also have limitations. Urine
tests can accurately detect illicit drugs for about 48 hours following drug use but do not
provide any information about drug use during the previous year. In addition, individual
differences in metabolism rates can affect the outcomes of urinalysis tests. Hair analysis
has received attention because it can detect drug use over a longer time—up to several
months. However, unresolved issues in hair testing include variability across drugs in the
accuracy of detection, the potential for passive contamination, and the relative effect of
different hair color or type on cocaine accumulation in the hair. We have reported on the
limitations of using self-reported data in estimating the prevalence of drug use and
concluded that hair testing merited further evaluation as a means of confirming self-
reported drug use.’

E V. N EST
ENT R
IFIC GRO F DRUG AB! RS

Using federal treatment dollars most effectively requires an understanding of which
approaches work best for different groups of drug abusers, but on this subject, research
findings are less definitive. Although strong evidence supports methadone maintenance
as the most effective treatment for heroin addiction, less is known about the best ways to
provide treatment services to cocaine users or adolescents.

In addition, client and program-related factors can affect client success. For
example, outpatient drug abuse treatment programs operate with different numbers and
quality of staff and have varying levels of coordination with local agencies that offer
related services generally needed to support recovering abusers. A treatment program
with close ties to local service providers, such as health clinics and job training programs,
is likely to have better treatment outcomes than a program without such ties. Similarly,
client factors, such as motivation and readiness for treatment or psychiatric status, can
significantly affect the patient's performance in treatment. Current research generally

See Dn

18 e Measurement- engths, Li
Improvement (GAO/PEMD-93-18, June 25, 1993)
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does not account for these factors in evaluating the effectiveness of alternative
approaches for specific groups of drug abusers.

Research Supports Methadone Maintenance as the

N Vi atment f n A

Methadone maintenance is the most commonly used treatment for heroin
addiction, and numerous studies have shown that those receiving methadone maintenance
treatment have better outcomes than those who go untreated or use other treatment
approaches. Methadone maintenance reduces heroin use and criminal activity and
improves social functioning. HIV risk is also minimized, since needle usage is reduced.

As we have previously reported, outcomes among methadone programs have varied
greatly, in part because of the substantial differences in treatment practices across the
nation.® For example, in 1990, we found that many methadone clinics routinely provided
clients dosage levels that were lower than optimum—or even subthreshold—and
discontinued treatment too soon. In late 1997, an National Institutes of Health consensus
panel concluded that people who are addicted to heroin or other opiates should have
broader access to methadone maintenance treatment programs and recommended that
federal regulations’aiicw additional physicians and pharmacies to prescribe and dispense
methadone.

Similarly, several studies conducted over the past decade show that when
counseling, psychotherapy, health care, and social services are provided along with
methadone maintenance, treatment outcomes improve significantly. However, the recent
findings from DATOS suggest that the provision of these ancillary services—both tre
number and variety—has eroded considerably during the past 2 decades across all
treatment settings. DATOS researchers also noted that the percentage of clients reporting
unmet needs was higher than the percentage in previous studies.

jtive-] ior; W
Promise for Cocaine Addiction

Evidence of a best approach to treat cocaine addiction is not as clear as it is for
heroin addiction. Although a number of pharmacotherapies have been studied and some
have proven successful in one or more clinical trials, no medication has demonstrated
substantial efficacy once subjected to several rigorously controlled trials. Without a
pharmacological agent, researchers have relied on cogrutive-behavioral therapies to treat
cocaine addiction.

mgmmgq (GAO/HRD—90-104 Ma.r 2. 1990).
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Studies have shown that clients receiving cognitive-behavioral therapy have
achieved long periods of abstinence and have been successful at staying in treatment.’
The cognitive-behavioral therapies are based largely on counseling and education. One
approach, relapse prevention, focuses on teaching clients how to identify and manage
high-risk, or "trigger," situations that contribute to drug relapse. A study of this approach
showed cocaine-dependent clients were able to remain abstinent at least 70 percent of the
time while in treatment. Another technique, community reinforcement/contingency
management, establishes a link between behavior and consequence by rewarding
abstinence and reprimanding drug use. A program using this approach found that 42
percent of the participating cocaine-dependent clients were able to achieve nearly 4
months of continuous abstinence. A third approach, neurobehavioral therapy, addresses a
client's behavioral, emotional, cognitive, and relational problems at each stage of
recovery. One neurobehavioral program showed that 38 percent of the clients were
abstinent at the 6-month followup.

Family Therapy Is Under Study
for Adolescent Drug Abusers

Drug use among teenagers is a growing concern. It is estimated that 9 percent of
teenagers were current drug users in 1996-up from 5.3 percent in 1992. Unfortunately, no
one method has been shown to be consistently superior to others in achieving better
treatment outcomes for this group. Rather, studies show that success in treatment for
adolescents seems to be linked to the characteristics of program staff, the availability of
special services, and family participation.

Many experts believe that family-based intervention shows promise as an effective
treatment for adolescent drug abusers. This approach, based on the assumption that
family behaviors contribute to the adolescent's decision to use drugs, was identified by a
1997 study and literature review as superior to other treatment approaches.” In fact,
some researchers believe that family interventions are critical to the success of any
treatment approach for adolescent drug abusers because family-related factors—such as
parental substance use, poor parent-child relations, and poor parent supervision-have
been identified as risk factors for the development of substance abuse among
adolescents. However, NIDA acknowledged in a recently published article that further

®See Cocaine Treatment: Early Results From Various Approaches (GAO-HEHS-96-80,
June 7, 1996).

'®M. D. Stanton and W. R. Shadish, "Outcome, Attrition, and Family/Couples Treatment for
Drug Abuse: A Meta-Analysis and Review of the Controlled, Comparative Studies,"
Psychology Bulletn, Vol. 122 (1997), pp. 170-91.
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research is needed to identify the best approach to treating adolescent drug abusers."
Similarly, the American Academy of Child and Adolescent Psychiatry acknowledged in its
1997 treatment practice parameters that research on drug abuse treatment for adolescents
has failed to demonstrate the superiority of one treatment approach over another."

CONCLUSIONS

With an annual expenditure of more than $3 billion—-20 percent of the federal drug
control budget—the federal government provides significant support for drug abuse
treatment activities. Monitoring the performance of treatment programs can help ensure
that we are making progress to achieve the nation's drug control goals. Research on the
effectiveness of drug abuse treatment, however, is problematic given the methodological
challenges and numerous factors that influence the results of treatment. Although studies
conducted over nearly 3 decades consistently show that treatment reduces drug use and
crime, current data collection techniques do not allow accurate measurement of the
extent to which treatment reduces the use of illicit drugs

Mr. Chairman, this concludes my prepared statement. [ will be happy to answer
any questions you and other members of the Subcommittee may have.

(108376)

""Naimah Z. Weinberg, M D, and others “Adolescent Substance Abuse A Rev1ew of the
Past 10 Years," ¢ A 2 i

37, No. 3 (Mar. 1998) pp 252—61

2Oscar Bukstein, M.D. (principal author) and the Washington Group on Quality Issues,
"Practical Parameters for the Assessment and 'I‘reatment of Children and Adolescents
With Substance Use Disorders,"

Adolescent Psychiatry, Vol. 36, No. 10, Supp. (Oct. 1997), pp. 1406-1565.
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Mr. Mica. Thank you for your testimony. I would now like to rec-
ognize Dr. Sally Satel, who is a psychiatrist with the Oasis Clinic.
Welcome, and you are recognized.

Dr. SATEL. Thank you for inviting me today. I do agree with the
findings of the GAO report that benefits of treatment are probably
overstated, but it is also true that drug treatment can work to help
patients lead a drug-free life.

And that is my subject today: How to make it more effective than
it currently is. And the answer in short is leverage; going by other
names, external pressure, coercion, being forced into treatment, in-
voluntary treatment, basically knowing there are going to be con-
sequences for drug use.

We know three things about treatment. One is that it works, and
here I am going to define “work” as meaning abstinence after treat-
ment, not reduction in use, but abstinence. It is completion of treat-
ment that is important. But few patients complete it. Maybe 1 in
5 actually finish. The dropout rates are very big. So the challenge
of treatment is really retention.

The second thing we know is that addicts do not have to be moti-
vated initially to quit drugs in order for treatment to work. That
is counterintuitive, you may not have heard it. People don’t nec-
essarily have to be out of so-called denial in order to benefit from
treatment.

The third point, and this is the one I want to focus on. People
like me, the treatment providers on the front line, need all the help
we can get; help in getting people into treatment and keeping them
there until they finish it. And we need the help from other social
institutions, like the workplace, the criminal justice system, even
the housing authority and the welfare system, because these can
help us exert leverage. What I want to do now is discuss leverage
a?ddthe various places in the system through which it can be ap-
plied.

The first one would be the workplace. I am just going to cite you
a recent study here from the University of Pennsylvania. The re-
searchers looked at a group of transportation workers from a union
in Philadelphia. If anyone tested positive, they had to go to treat-
ment. The researchers compared the people who were forced to go
into treatment, who were told if you don’t go to treatment, you
have lost your job. They compared them to the patients who volun-
teered for treatments. These patients said “I have a drug problem,
I better get treatment.” The patients who were coerced stayed
longer in treatment and both groups did about as well, again illus-
trating one can be coerced into a treatment program and have a
successful outcome.

Also, there is the housing domain. There is an interesting study
by Jesse Milby, a psychologist at the University of Alabama, who
worked with homeless crack addicts. Dr. Milby did not put them
in conventional treatment but rather in a work-therapy program
where they refurbished condemned houses. They got a modest
amount of money for that, and they could also live there, in the re-
furbished houses if their urines were clean. After 6 months, those
who were in the work-therapy program were far more likely to be
clean, using less cocaine and had fewer days of homelessness, than
those in regular treatment.
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Then we come to drug court, something Dr. Vereen mentioned.
These offer nonviolent repeat offenders the possibility of dismissed
charges if they complete a treatment program. These are heavily
monitored treatment programs. The judge meets with the partici-
pants, sometimes weekly, at least monthly, and there are what is
called graduated sanctions. These are very important for infrac-
tions. Graduated sanction means a small punishment the first time
you mess up; have a positive urine or miss a session, maybe 1 day
in jail; then 2 days in jail the next time, 3 days in jail; finally you
can overstep the limits. But those kind of graduated saictions are
very effective: they are certain, and they are swift and they are not
really set that severe. Retention rates in drug court treatment is
4 to 5 times that of regular treatment, and drug court participants
have lower rearrest rates than those adjudicated in the traditional
way.

I also wanted to mention a little bit about the domain of public
service. For example, there is the Doe Foundation in New York
City. It operates something called a ready, willing and able train-
ing program, and its shelters require that participants or residents
in those shelters be drug free. Recently, the foundation took over
a 192-bed shelter in New York. Sixty-two percent of the people in
that shelter tested positive. Once they instituted their policy of reg-
ular drug testing, 2 percent were testing positive. Now more non-
profit homeless shelters and churches are imposing this sort of ar-
rangement.

My patients readily admit to me that external pressure helps.
One patient said he was going to look for a job as a truckdriver,
just because he knew he would get urine testing and someone
would be looking over his shoulder. I also had a patient who was
relieved that his employers were going to start drug testing on the
job. I have had women patients whose welfare runs out because
their youngest child turns 18 and they have to get a job and they
stop using. Now this is methadone, so these are people who are
also using cocaine, for example.

Finally, a woman entered a job training program where there
was drug testing and she stopped, but, again, not until they started
testing in her job training program. So you can imagine I was hor-
rified when I saw a patient who said he was on parole. This was
a patient whose urines were consistently positive, and I said,
“What does your parole officer do?” He said, “He tests me.” I said,
“What does he do when you are positive?” The patient says, “Oh,
nothing, because he says ‘you’re in treatment so it is OK.”” No, this
is not the way to help the patient. I depend on that parole officer
to help me to set limits.

So, the point I want to conclude with is that consequences mat-
ter. Clinicians need all the help they can get and the more rein-
forcement from other social institutions, the better. Thank you very
much. I have a full statement I hope you will include in the record.

Mr. Mica. Thank you, and we will include your entire statement
as part of the record.

[The prepared statement of Dr. Satel follows:]
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Lecturer, Yale University School of Medicine

Subcommittee on National Security, International Affairs
and Criminal Justice
Committee on Government Reform and Oversight
U.S. House of Representatives

July 22, 1998

Effectiveness of Drug Abuse Treatment:
Drug Treatment Can Work Better with Leverage

Mr. Chairman and Members of the Committee:

Thank you for inviting me today. I have worked in the addiction field as a
clinidan and researcher for ten years now and agree with the findings of the GAO report,
that the benefits of treatment are overstated.* Indeed, I believe that many of my patients
could achieve greater progress in treatment if they were compelled to experience more
meaningful consequences and rewards in their efforts to become abstinent.

I will tallc about enhancing treatment through leverage, that is, by using external
pressure (coercion) to shape behavior.

1. Emphasize “user accountability” by linking drug use to consequences —
Sanctions and rewards are key in shaping behavior: they are a rational prescription for
people who engage in problem behavior. The very reason people recover from addiction
is because relapse to drugs 15 under voluntary control. It is a behavioral condition, not
a no-fault medical 1llness or a “chronic and relapsing brain disease,” as some are now
calling, it.

* The GAQ report appropriately emphasizes the unreliability of self-reported improvement. Indeed,

while the magnitude of improvement may be exaggerated by patients themselves, numerous studies

in which urine screens and criminal records are carefully checked — small-scale clinical studies (and

larger ones by M. Douglas Anglin of UCLA’s Drug Abuse Research Center) as well as criminal
“ justice evaluations — confirm that drug use and drug-related crime decline with treatment.
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2. Realize that abstinence requires constant reinforcement -- Treatment programs
are routinely undermined because sodal institutions (workplace, public housing, welfare
systems)don’t reinforce abstinence and hold patients accountable. Though well-intended,
social safety-nets cushion the painful consequences of addiction, such “enabling” by
sodiety often sabotages my work with patients because it provides perverse incentives to
continue drug use. It is the very fact that the consequences are painful that provides the
impetus for recovery.

3. Capitalize on the fact that coercion works — That addicts must be motivated to
quit drugs and voluntarily enter treatment in order to benefit from it is a common
misconception.

1 will expand upon these points presently, but it is important to realize that,
despite the likely “overstatement” of benefits, drug treatment is an excellent social
investment. Even if savings are not as great as recent socioeconomic analyses have
suggested, there is good evidence that drug treatment saves money by averting crime and
drug-related illness and by leading to resumed employment. Thus, even if we did nothing
at all to improve patjent outcomes, treatment-as-usual is both humane and economically
sound. (1)

My message today is that treatment can be made much more effective. As
mentjoned, there are real benefits to reducing drug use and drug-related crime, but the
ultimate goal of treatment — occasionally reached — is to help patients achieve
enduring abstinence and full sodial productivity. Those goals hinge on people like me —
the front-line clinician — having leverage. Without it, the problems of patient drop out
and relapse will persist.

Critical importance of retention in treatment

Studies show that while patients are in treatment their drug use and criminal
activity are much reduced. However, since few patients complete programs, enduring
abstinence is not typically achieved. Nevertheless, considerable reductions in drug use
and crime are consistently demonstrated at the time of release and persist over one or
more years later. Large scale studies from the National Institute on Drug Abuse (NIDA)
found abstinence rates of 30 - 50% among those who stayed in treatment for at least
three months. Since only half stayed that long, it is clear that most patients do not
achieve abstinence after a treatment episode. (2)

When patients complete treatment, however, success rates are high. For example,

2
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over 70% of patients who graduate from 12 - 24 months long residential treatment at
Phoenix House are drug-free and 90% are employed and uninvolved with crime five
years after graduation. The problem is: less than 1 in 5 actually complete programs.

Patient Drop-Out

Retaining patients in treatment is a most pressing challenge. Large epidemiological
studies sponsored by the NIDA (e.g., Drug Abuse Research Project (DARP); Treatment
Outcome Prospective Study (TOPS), Drug Abuse Treatment Outcomes Study
(DATOS)) revealed high rates of attrition with half of their subjects dropping out after
three months, the threshold at which the long-term personal and cost-saving benefits of
treatment only begin to accrue.

Attrition rates in the major studies were high. Among DARP patients 13%
completed outpatient treatment, 20% completed TC treatment and 28% completed
methadone maintenance. These high drop-out rates were associated with a pattern of re-
admission to the same or another clinic within a few years. During the 12 year follow-up
period, for example, the average addict in outpatient treatment had 3.4 more treatment
admissions, one in a TC had 4.6 more admissions and one in methadone maintenance
had 5.1 more treatment admissions.

REATMENT DROP-OUT in TOPS

1 Attrition in TOPS and DATOS was also
considerable. In TOPS, 8% finished a year in

(Treatment Outcome Prospective Study) oypatient, 12% a year in a TC and 33% a year

Proportion Remaining in Treatmont

in methadone. Among DATOS patients, about
5% finished one year in outpatient, 8% a TC
1 and 44% methadone. A number of factors likely
account for what appears to be a trend toward
— declining retention include the shrinking of
— adjunct social services provided by the dinic
and a higher proportion of cocaine abusers in
later studies and thus fewer patients overall
who could benefit from the stabilizing effect of
methadone). The proportion of younger
patients and multiple-drug abusers — features
associated with poorer prognoses — has also
increased. In addition, a higher proportion of
women in the later studies may also contribute
to the attrition trend.
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External Pressure Keeps Patients In Treatment

Clinicians naturally prefer their patients to exhibit a readiness for
treatment. “Treatment will only work if the patient is out of denial and in it for himself,"
goes the popular clinical wisdom Yet, at the time of entry into treatment, many patients
actually report being pressured to quit by external influences. Still, the addict who seeks
treatment in response to threats and entreaties from his spouse, boss, physician or
landlord is prompted by self-interest: either he is trying to maintain a personal
attachment or preserve some asset.

What about addicts who seem to have nothing to lose and no desire for treatment
but who are legally required to participate? Can they benefit from a process that has
been assumed to require motivation? The answer is yes. Counterintuitive as it seems,
initial motivation is not always a prerequisite for successful treatment. Numerous studies
show that involuntary patients are as likely, sometimes more likely, to benefit from
treatment as voluntary patients.

The finding that length of time spent in treatment is a reliable predictor of
outcome was replicated by each of the government's three large scale outcome studies.
Taken together, these studies assessed roughly 70,000 patients of whom 30 - 50% were
legally referred or legally involved. In addition, individuals who were referred by the
criminal justice system stayed significantly longer than referrals from other sources.
By contrast, DARP found no correlation between criminal justice status and retention
or improvement in treatment. At the very least, then, DARP patients who were legally
referred performed no worse than voluntary individuals. Individuals who are legally
referred to therapeutic communities averaged more days in treatment than voluntary
patients. Most likely, this represents a balancing-out of two opposite forces. First, the
more criminally involved the patient, the less favorable his performance in treatment
(especially his rate of arrest in the post-treatment phase). Second, the retention-
enhancing effect of legal referral offsets the higher probability of negative outcomes
among the criminally involved.

Examples of leverage that work: swift, certain,
though not necessarily severe

Although coercive strategies -- external pressure to attend and remain in treatment
-- employ sanctions and consequences that its critics regard as punitive or intrusive, both
the intent and, usually, the result of their application are therapeutic -- that is, they help
reduce drug abuse and the dysfunctional and deviant behaviors for which it is often a
marker.
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Contracting

The obvious strategy behind contracting is to confer some advantage on people
who manifest a desired behavior, and, conversely, to penalize them for violating an
agreement. Recall the old public service announcement: "Help an addict: threaten to fire
him." Contracting, or “soft” coercion, includes private arrangements with employers
through Employee Assistance Programs and professional societies for impaired doctors,
nurses, lawyers and pilots wherein the individual is allowed to keep his job or his license
“in exchange” for abstaining from illicit drugs or problem alcohol use.

Before describing, contracting as a policy, I want to describe researchers’
application of the principles of contracting in treating substance abusers.

Contingency ilanagement — The goal of contingency management (CM) interventions
is to arrange environmental consequences (rewards and/or punishments) to
systematically weaken drug use and strengthen the skills necessary for abstinence. The
underlying behavioral theory, operant conditioning, holds that the act of using drugs can
be modified by its consequences.

The earliest CM studies were conducted with alcoholics. Miller and colleagues
examined whether CM could be used to reduce public drunkenness. Twenty alcoholic
men were selected from the city jail in Jackson, Mississippi and randomly assigned to an
experimental or control group. If they reduced their drinking, those in the experimental
group could earn housing, employment, food and medical care through cooperating local
social service agencies. Men in the control group received services as well but they were
not contingent upon being sober. Alcohol intake was assessed objectively via breath
alcohol level or by observation of gross intoxication. During the two month study arrests
in the CM group decreased 85% but remained steady in the non-contingent comparison
group. (3)

Steven Higgins and colleagues at the University of Vermont have conducted
numerous CM trials with cocaine addicts. At the end of the 24-week course of study,
75% of the voucher group remained in treatment compared to 40% of the no-voucher
group. Significantly lower levels of self-reported cocaine use in the voucher group
persisted at 9 and 12 months after treatment entry. (4)

A similar study with inner city cocaine addicts was performed by Ken Silverman
and colleagues at Johns Hopkins University in Baltimore. At the end of the 3-month
study period, cocaine use was substantially reduced in the experimental group but
remained largely unchanged in the comparison group. About half of the patients

5
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exposed to contingent vouchers achieved between 7 and 12 weeks of continuous
abstinence; less than 5% of the control patients attained only 3 consecutive weeks
abstinence. As in most other CM studies, there tends to be a rebound resumption of
drug use after the vouchers are discontinued, but the experimental groups reliably
perform significantly better at all stages of follow-up. (5)

Jesse Milby of the University of Alabama also conducted a study with potential
real-world application. After two months of intensive daily therapy, the enhanced group
was eligible to participate in a work-therapy program refurbishing condemned houses.
For a modest rental fee, they could also live in the housing but participation in the work
program and housing were contingent on submitting twice weekly clean urine tests. After
six months individuals in this group achieved significantly greater improvement in
employment, fewer days of homelessness and less cocaine use than those in the usual
care group. (6)

A major drawback to CM is patients' the tendency to resume drug use, albeit at
a lower level than before treatment, when the contract is withdrawn. This may be due,
in part, to the short months-long duration of the research projects. A few months is not
enough time to enable the person to learn new skills, secure a job and attain the measure
of personal growth needed to live drug-free. Another problem is the cost of the vouchers;
inthese studies the "rewards” were written into the grant budget or researchers solicited
donations from local businesses but real-world treatment can not offer monetary
incentives.

Contracting and entitlements — The public entitlement system provides a natural
laboratory for demonstrating the potential of CM for shaping the behavior of drug
abusing redpients. Conceivably, disability payments, welfare benefits, veterans benefits
or other naturally occurring form of cash entitlement could be dispensed in accordance
with the principles of CM.

At Harborview Medical Center in Seattle, psychiatrist Richard K. Ries directs

a clinic for mentally ill substance abusers. Patients are requested to sign over their SSI
check to the outpatient clinic which then acts as the "representative payee” and manages
bank accounts for the patient-recipients. Rent and other basics are covered by the payee
and the patient is allowed to "earn back" discretionary funds through compliance with
treatment, and ultimately control of his passbook to the bank account, when he has
demonstrated the ability to manage money responsibly. Reis and colleagues compared
treatment outcomes between patients entered into the payee/incentive arrangement and
those receiving treatment-as-usual. Over a three-month period, these sicker patients

" were significantly more likely to attend treatment sessions as their more healthy
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counterparts and as likely to participate in job training sessions and to stay out of the
hospital and jail. (7)

The manipulation of benefits to reinforce positive social behavior could be a
partial solution to the perverse incentives that entitlements often pose. Street
ethnographers have long known that addicts routinely purchase drugs with welfare
payments and food stamps but recent quantitative reports have described a reliable
temporal pattern in which the receipt of monthly benefits are linked to periodic rises in
emergency room visits for intoxication, overdoses and hospitalizations for psychosis in
cocaine-abusing schizophrenics. Currently, the West Haven, Connecticut and West Los
Angeles Veterans Affairs Medical Centers are planning a CM project that would
distribute veterans' service connected benefits in a contingent fashion to mentally ill
substance abusers.

Increasingly, public services are fighting to adopt this quid pro quo philosophy.
Alphonso Jackson was president of the Housing Authority of the City of Dallas from
1989 to 1996 and became a crusader is public accountability. During his tenure in the
housing authority, he was the subject of numerous lawsuits filed by ACLU and legal aid
organizations because he asked tenants to agree to undergo drug testing as a condition
of living in the special Self Sufficiency Program within Dallas public housing.
(Unfortunately, Jaclkson was not allowed to implement his plan).

Similarly, the Doe Foundation in New York City, which operates the Ready,
Willing and Able training program and shelter, requires applicants be drug-free as a
condidon of acceptance and, once enrolled, drug-tests its trainees routinely. Recently,
the Foundation took over a 192-bed shelter: initially, 62% of residents tested positive
on scheduled, announced tests. Nine months later, only 2% were testing positive on
random tests. Many not-for-profit homeless shelters and churches also require abstinence
as a condition of receiving services and there is even a state-funded methadone dlinic in
Baltimore that requires that its patients be employed and drug-free a condition of
remaining in the program.

Welfare reform legislation, too, has stimulated many states and localities to revise
the procedures for awarding benefits. Montgomery County, Maryland, for example, now
denies benefits to applicants who refuse to undergo drug testing. With problem
substance use among welfare recipients estimated between 15% and 30% (some
individual states, according to the Legal Action Center, put it as high as 50%), the
efficiency of surveillance and sanctioning procedures will be put to the test.
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Employee Assistance Programs -- EAP’s are a good example of therapeutic coercion in
action. These programs were first established in the 1940's by employers concerned
about the impact of employee alcoholism on workplace safety and productivity.
According to the Employee Assistance Professionals Association there are about 20,000
EAPs. Four of five Fortune 500 companies have an EAP. Mandatory referrals to
treatment as an alternative to dismissal from work represent a significant portion of the
caseload, ranging from 20 - 60%.

In a recent study, researchers at the University of Pennsylvania studied drug-using
transportation and city service union members in Philadelphia. Coerced individuals were
more likely to complete a course of treatment than were self referred workers (77% vs.
61% finished one month of inpatient care while 74% vs. 60% graduated from a series
of cutpatient counseling sessions). At 6 month follow-up, 92% of workers were re-
interviewed. (8)

Criminal Coercion

Drug Courts — To break the cycle of drug-related crime, drug courts offer non-violent,
usually repeat offenders, the possibility of dismissed charges if they plead guilty and
agree to a heavily monitored drug treatment-and-testing program that is closely overseen
by a judge. Infractions {e.g., positive urines, missed sessions) are met with increasing
penalties. According to the National Association of Drug Court Professionals, there are
almost 400 drug courts in operation, up from about 20 in 1994. (9)

During the Jate 80's, southern Florida was hit hard by drug-related arrests that
flooded courtrooms and overwhelmed jail space. Meanwhile, addicts out on probation
were quickly re-arrested for new drug crimes and the revolving door to the justice system
was spinning out of control. Drug court provided a way to break that door by processing
cases efficiently, distinguishing between criminal addicts and addicted criminals and
“reserving” jail and prison beds for dangerous offenders.

The accumulated evidence of drug courts’ effectiveness has yet to reach a critical
threshold — there are only a handful of independently evaluated studies — but early
data look promising. For example, a 1998 assessment of the Portland drug court was
recently completed by the State Justice Institute. On outcome measures (e.g., re-arrest,
conviction two years after leaving program), those who did not enter drug court were at
least twice as likely to have subsequent felony arrests as those who did. Among enrollees,
non-completers (less than three months in the program) were about twice as likely to be
arrested as were graduates. Of note, individuals who completed at least three months
had significantly fewer arrests than those who did not. (10)

In almost all drug courts, retention in court-ordered drug treatment is consistently
higher than in voluntary treatment. Thus, drug court is ameaningful route of entry into
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rehabilitation since over 70% of drug court participant have been incarcerated at least
once, almost three times more than have been in drug treatment. (9) General Accounting
Office found that the average retention rate for drug court programs was a very
respectable 71% -- even the lowest rate of 31% exceeds the average retention rate of
about 15% at one year for non-criminal addicts in public sector treatment programs.
(11) Since criminally involved addicts are normally considered the hardest to treat in
conventional settings, the drug court retention results are even more impressive. And
the longer participants stayed in drug court, the better they fared.

According to information maintained by the Drug Court Clearinghouse
atAmerican University, differences in re-arrest rates are significant. Drug courts
operational for |8 months or more reported a completion rate of 48%. Depending upon
the characteristics and degree of sodial dysfunction of the graduates, rearrest — for drug
crimes, primarily — was 4% within one year of graduation. Even among those who
never finished the program (about 1 in 3 fail to complete) re-arrest one year after
enroliment ranged from 5 - 28%. Contrast this with the 26 - 40% re-arrest rate among
traditionally adjudicated individuals convicted of drug possession who will commit
another offense within one year, according to the Bureau of Justice Statistics.

Enlist Other Institutions to Impose Consequences
and Reward Abstinence
The workplace and public housing have already been mentioned as venues at
which drug testing (routine and “for cause”) can be implemented. Combined with
graduated sanctions, monitoring should be more widespread and include probationers
and parolees. (12)

Welfare reform provides an excellent opportunity to transform the perverse
reward of public entitlements into constructive incentives that promote autonomy and
recovery using the very same, naturally-occurring benefits that the system already offers.
For example, women would receive weekly disbursements of “discretionary” cash (in
addition to food stamps and rental subsidy) by turning in clean drug screens and/or
complying with drug treatment). Disability payments and veterans service-connected
benefits could also be adapted to this model.

Key points
1. The virtues of coercion are:
a. more substance abusers would enter treatment than would otherwise enroll
voluntarily,
b. the likelihood of success in treatment is improved; at the very least, coerced
«patients do no worse than voluntary patients,
¢. addicts enter treatment earlier in their substance abuse “careers,” when
intervention can produce greater lifetime benefits.

9
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2. Clinicians need all the leverage they can get. The more reinforcement from other
social institutions, the better.

3, Addiction is a behavioral condition for which the prescription of choice is the
reliable imposition of consequences and rewards, often in a coercive context that
ensures the patient’s retention. This is not punitive, it is a rational clinical approach with
a proven track record.
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Mr, Mica. I am now pleased to recognize Dr. Eric Wish, who is
director of Center for Substance Abuse. Welcome, and you are rec-
ognized, sir.

Mr. WisH. Thank you, Mr. Chairman, and thank you to the other
members of the subcommittee for the privilege to address you this
morning.

Good morning. I speak today as a psychologist with over 25 years
of experience doing substance abuse research, and I am not going
to bore you with a lot of my background. It is in my written re-
marks and additional materials, which I am requesting you place
in the record.

Mr. Mica. Without objection, so ordered.

Mr. WisH. But I would like to, for a moment, tell you a short
story. I was at a national conference a year or so ago and a very
brilliant social scientist came up to me and said, “You know, Eric,
you've spent your career studying the obvious.” Actually, he said,
“proving the obvious.” So I picked myself up off the floor and 1 said
to him, “What do you mean?” He said to me, “How could anyone
in this day and age expect other people to admit to using cocaine?”

I spent much of my career looking at drug use and offenders, pri-
marily by using urinalysis, and in 1984 I established a research
study funded by the National Institute of Justice in which I col-
lected urine samples, voluntary anonymous urine samples, from ba-
sically about 5,000 people who had been recently arrested and were
charged with anything you might be charged with in coming
through the booking facility. And we found at that time, 42 percent
of the people arrested tested positive for cocaine, meaning almost
half had used cocaine in the last 2 to 3 days. When we went back
2 years later in 1986, that number had moved to 80 percent.

That study showed that many more arrestees tested positive for
cocaine metabolite than admitted recent use of the drug in con-
fidential research interviews. These findings provide indisputable
evidence, that was subsequently replicated in numerous studies,
that researchers, let alone criminal justice personnel, would greatly
underestimate current drug use in a detainee population if they re-
lied solely on people to accurately report their current use of illegal
drugs. For example, we went into the supervision probation pro-
gram in Brooklyn and found about six times more users of co-
caine—this is among probationers—than their probation officers
thought were using the drug, and that was based on the urine test-
ing.

Since doing the research in New York City, the Department of
Justice and the National Institute of Justice established the DUF
program, and the types of findings I presented to you on the drug
use in arrestees in Manhattan has been replicated across the coun-
try. We are basically—regardless of charge, about anywhere from
40 to 70 percent of the people who are arrested and processed test
positive for an illicit drug.

My thesis today is simple. A growing body of research studies
provide convincing evidence that in the 1990's, researchers must
rely on more than self-reports to estimate recent illegal drug use.
1 emphasize in the 1990’s, because we live in a period of zero toler-
ance of any illegal drug use and even of the use of some legal drugs
like tobacco products and alcohol.
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It is difficult to believe today that in 1974, Dr. Peter Bourne, who
later became President Carter’s drug policy advisor, said that he
could not understand DEA’s efforts to interdict cocaine, “the most
benign of illicit drugs currently in widespread use.”

How different a society we live in today, where our children are
bombarded with commercials warning them of the consequences
from using illegal drugs. Our society’s increasing stigmatization of
illegal drug use, in addition to the whole fear of HIV, affects survey
respondents’ willingness to report illegal drug use and explains
why researchers find more underreporting of drug use in studies
conducted today than in studies conducted when drug use was con-
sidered more benign. So much of the research in the seventies and
early eighties could show that people might admit to their drug
use, but at that time, it was more accepted in our society than it
is now.

I am emphasizing the limitations of using self-reports to measure
recent drug use, because persons are more likely to report using il-
legal drugs 6 months or 1 year ago than they are to report use in
the past 3 days. People fear greater consequences if they admit to
currently using an illegal drug, rather than use in the more distant
past.

Now, some scientists are quick to play down the implications of
studies of the validity of self-reports by arrestees because they
claim that persons under the criminal justice supervision are least
likely to report their drug use, regardless of the guarantees of con-
fidentiality that researchers give them. However, there is extensive
evidence which is in my written testimony that underreporting is
a problem in surveys of all types of populations. It could be argued
that persons in contact with the criminal justice system, the home-
less and employees, may have significant reasons for under-
reporting their drug use, even in confidential research interviews,
as the other research I am not going over shows.

One might expect, however, that drug abuse treatment clients
would find little reason to conceal their drug use, especially in ad-
mission to treatment. Assessment and diagnostic tools generally
rely upon the person’s accurate reporting of recent drug use and as-
sociated problems. Moreover, treatment evaluation studies often
depend on self-report measures of drug use at intake and at fol-
lowup to assess treatment outcomes. Systematic differences in
underreporting of drug use would greatly overestimate the bene-
ficial results of drug treatment. The evidence suggests, however,
even drug abuse treatment clients may systematically underreport
their recent drug use.

So the recent literature raises important questions regarding the
validity of self-report measures of drug use in a variety of contexts,
and it can no longer be assumed research subjects will accurately
report on their relations to drug use when queried during confiden-
tial research interviews.

I have three recommendations to the subcommittee. First, all fed-
erally funded studies of illegal drug use should assess drug use by
the analysis of biological specimens as well as by self-reports,
whenever feasible. Such a procedure is especially important in
evaluating treatment outcome. Without biological testing, it is vir-
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tually impossible for researchers and policymakers to be certain of
the accuracy of changes in illegal drug use after treatment.

Second, the GAO reported measurement of drug use rec-
ommended that the national surveys of students and household
members utilized biological measures of recent drug use to assess
the validity of self-reported illegal drug use. A soon-to-be-released
study that used the methodology of the national household survey
and also collected hair samples to measure drug use found much
higher estimates of cocaine use from the hair tests than from the
interview responses. It is indefensible that federally funded na-
tional surveys have not conducted validity studies using biological
specimens. This subcommittee should see to it that these expensive
drug surveys not rely solely upon respondents to report their illegal
drug use. National drug policy must be built upon the most accu-
rate data we can obtain.

Third, the Federal Government should foster development and
testing of new technologies to measure drug use. Hair analysis has
been found by some researchers to offer advantages in detecting
the use of drugs such as cocaine and heroin. If further research can
confirm hair analysis’ potential for longer periods of detection, com-
pared with urinalysis, and reduced vulnerability to contamination,
hair analysis may offer researchers a new tool for improving the
measurement of illegal drug use. The ill-advised actions of govern-
mental personnel to retard and inhibit the research uses of hair
analysis techniques should be investigated. I have been affiliated
with several studies that propose to use hair analysis and had been
approved for funding by peer review panels, only to receive award
letters that specifically prohibited spending any of the Federal
funds on the hair analysis. Such ill-advised actions prevent sci-
entists from developing and testing new methods for measuring
drug use.

Thank you, Mr. Chairman, and members of the subcommittee. I
welcome your comments and questions and I salute your efforts to
improve the methodology used to evaluate the efficacy of drug
treatment.

Mr. MicA. Thank you, Dr. Wish.

[The prepared statement of Mr. Wish follows:]
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Thank you, Mr Chairman and members of the Subcommittee. for this opportunity to
address the Government Reform and Oversight’s Subcommittee on National Security,
International Affairs, and Criminal Justice. 1 speak today as a psychologist with over 25 years of
experience in substance abuse research. During my graduate and postdoctoral training in the
1970's, 1 had the privilege of working with Dr. Lee N. Robins in the Department of Psychiatry at
the Washington Untversity School of Medicine in St. Louis. I was an analyst on her classic
follow-up study of drug use in Vietnam veterans. That study showed the dramatic and
unexpected rates of remission from heroin dependence among Army enlisted men after they
returned to the United States. In the 1980's, I directed studies of drug use and crime among
arrestees in Washington, D.C., of marijuana users in treatment in Manhattan, and of heroin and
cocaine abusing adult criminals in East Harlem.

In 1984, [ received a grant from the National [nstitute of Justice to assess drug use in
more than 6,000 persons recently arrested and processed in the Manhanaﬁ Central Booking
facility. That study collected voluntary and confidential urine specimens from almost 5,000
arrestees. The findings showed the high prevalence of cocaine use among arrestees; 42 percent
tested positive by urinalysis. That study also revealed the considerable underdetection of drug
use by thin layer chromatography, the urinalysis technique routinely used at that time to screen
offenders and treatment program clients for drug use, compared with the newly developed and
more sensitive immunoassay tests. The study also showed that many more arrestees tested
positive for cocaine metabolite than admitted recent use of the drug in the confidential research
interviews. These findings provided indisputable evidence, subsequently replicated in numerous
studies, that researchers, let alone criminal justice personnel (Wish et al. 1986), would greatly

1
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underestimate current drug use in a detainee population if they relied solely on people to
accurately report their current use of illegal drugs.

The results from the Manhattan arrestee study led the National Institute of Justice (NIJ) to
sponsor me to become a Visiting Fellow at N1J. In November 1986, | joined NIJ to launch the
Drug Use Forecasting Program ( DUF, recently renamed ADAM), that is currently operating in
23 sites across the United States. Each quarter, the DUF program measures drug use by
urinalysis tests and interviews with new samples of arrestees. The program has consistently
found that the urine tests detect two to four times as many drug users as do the self-reports from
the anonymous interviews with the arrestees. After leaving N1J in 1990, 1 took over the
Directorship of a new academic research center, CESAR, at the University of Maryland in
College Park. CESAR staff have conducted a number of studies of drug use, treatment need and
treatment outcomes.

My thesis today is simple. A growing body of research studies provide convincing
evidence, that in the [990's, researchers must rely on more than self-reports to estimate recent
illegal drug use. I emphasize “in the 1990's,” because we live in a period of zero tolerance of
any illegal drug use and even of the use of some legal drugs, like tobacco products and alcohol.
It is difficult to believe today, that in 1974 Dr. Peter Bourne, who later became President Carter’s
drug policy advisor, said that he could not understand DEA’s efforts to interdict cocaine, “the
most benign of illicit drugs currently in widespread use (reprinted in Musto 1989, p. 4).” How
different a society we live in today, where our children are bombarded with commercials warning
them of the consequences from using illegal drugs! Our society’s increasing stigmatization of
illegal drug use affects survey respondent’s willingness to report illegal drug use and explains

2
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why researchers find more underreporting of drug use in studies conducted today than in studies
conducted when drug use was considered more benign.

1 am emphasizing the limitations of using self-reports to measure recent drug use, because
persons are more likely to report using an illegal drug six months or a year ago. than they are to
report use in the past three days. People fear greater consequences if they admit to currently
using an illegal drug, rather than use in the more distant past.

Some scientists are quick to play down the implications of studies of the validity of self-
reports by arrestees, because they claim that persons under criminal justice supervision are least
likely to report their drug use, regardiess of the guarantees of confidentiality that rescarchers give
them. However, there is extensive evidence that underreporting is a problem in surveys of all
types of populations (Wish et al. 1997):

Of the patients seeking treatment in a medical clinic who tested positive for cocaine by
urinalysis, only 28 percent reported recent use of the drug in the nurse-administered medical
intake interview (McNagy and Parker 1992).

Marques et al. (1993) studied a sample of infants and their postpartum mothers using
interviews and urine and hair analyses. They found that while the cocaine levels in infant hair
were correlated with analyses of maternal urine (r = .28) and hair (r = .43), the maternal
self-reports of cocaine use did not correlate (r = .06) with the infant hair resuits. The authors
concluded that self-reported drug use information routinely collected by interviewers should be
interpreted cautiously.

Cook et al. (1995;1997) found that less than one half of the employees of a steel
manufacturing plant who tested positive by urine or hair analysis reported their drug use in
anonymous research interviews or group-administered questionnaires. The largest amount of
underreporting was found for cocaine/crack use.

A study of occupants of shelters and residents of single-occupancy hotels in New York
City and State found that only one third of the persons who tested positive for cocaine by hair

analysis reported ever using the drug in the telephone research interview, even though all had
been informed that they wouid be tested (Appel 1995).
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Falck et al. (1992) reported considerable underreporting of cocaine and opiate use in
their study of a sample of not-in-treatment, nonincarcerated IV drug users who were not given
advance notice of the urine test.

National Opinion Research Center researchers recruited adult resident volunteers from
the neighborhoods around the University of Chicago to participate in a “survey on health
issues” (Tourangeau et al. 1997). Persons were randomly assigned to the (fake) lie detector
or control condition. The researchers found that persons who believed they were being
monitored by a lie detector were more likely to report sensitive behaviors such as lifetime
marijuana or cocaine use, and drinking and driving, than the contro! subjects interviewed
without the lie detector. For example, lie detector subjects were much more likely than control
subjects to report ever smoking “pot” (71 percent vs. 57 percent) or using cocaine (44 percent
vs. 26 percent).

It could be argued that persons in contact with the criminal justice system, the
homeless, and employees may have significant reasons for underreporting their drug use, even
in confidential research interviews. One might expect, however, that drug abuse treatment
clients would find little reason to conceal their drug use, especially at admission to treatment.
Assessment and diagnostic tools generally rely upon the person's accurate reporting of recent
drug use and associated problems. Moreover, treatment evaluation studies often depend on
self-report measures of drug use at intake and at follow-up to assess treatment outcomes.
Systematic differences in underreporting of drug use would greatly overestimate the beneficial
results of drug treatment. The evidence suggests, however, that even drug abuse treatment
clients may systematically underreport their drug use.

In a study of persons receiving treatment at methadone programs, Magura et al. (1987)
found that only 35 percent of those who tested positive for opiates by an immunoassay
urinalysis test (EMIT) reported using the drug in the prior 30 days. Reporting was higher for
cocaine (85 percent) and benzodiazepines (61 percent). These results underestimated the level
of potential underreporting, however, because persons were classified as having used a drug if
they reported current use or use in the past 30 days, rather than use in the past 2 or 3 days, the
period to which the urine tests were sensitive. In addition, the fact that in 31 percent of the

cases the interviews were completed within 28 days after the urine sample was obtained, makes
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the results difficult to interpret.

A comparison of the urinalysis results and self-reported drug use for clients in the
Treatment Outcome Prospective Study (TOPS) 24 months after treatment found that only 33
percent of those positive for opiates reported using heroin in the prior three days (Research
Triangle Institute 1994). That study also found that only 40 percent of the cocaine-positive
clients reported using the drug in the prior three days

The Early Retrospective Study of Cocaine Treatment Outcomes, a study of clients
receiving treatment for cocaine at a subset of Drug Abuse Treatment Outcome Study (DATOS)
programs, found that only 26 percent of the 109 clients who tested positive for cocaine by
urinalysis at follow-up 12 months after treatment reported using the drug in the prior 72 hours.
Less than one half (43 percent) of the cocaine-positive clients admitted using the drug in the
prior two weeks. Even when the researchers expanded their measure to compare the
concordance between any drug-positive urine test and a self-report of the use of any drug in the
prior 72 hours, they reported, "but still two-thirds of those who tested positive for any drug
did not report use of any drug in the past 72 hours” (Research Triangle Institute 1994, p. 4-10;
see also Poole et al. 1996).

Magura et al. (1992) obtained interview, urine, and hair test information to investigate
the validity of hair analysis among clients receiving methadone treatment. They found that 81
percent of clients positive for cocaine by urinalysis and 73 percent positive by hair analysis
reported using the drug in the confidential research interview. The numbers were smaller for
heroin, however--57 percent and 64 percent, respectively.

Hinden et al. (1994) found that most of the persons who tested positive by hair analysis
for heroin (96 percent) or cocaine (89 percenr) at the inception of residential treatment had
reported their use of these drugs during the admission interview. However, at the
post-treatinent interview, only 67 percent of those positive for heroin and 51 percent of those
positive for cocaine reported using the drugs. The authors speculated that persons may be less
likely to report drug use after treatment or when not in the protected treatment environment.
Similar concerns have been raised by Magura and Kang (1995) and Wish et al. (1997).

Sowder et al. (1993 ) reported that clients who have received treatment may be less likely
to report drug use at a follow-up interview than control subjects who received no treatment.
Persons who received treatment may not want to admit to the interviewer that they have relapsed
to drug use. Persons may not want to admit that they wasted their time in treatment! Such a bias
could make the group that received treatment appear better at follow-up than control subjects,
simply because of differences in self-reporting in the two groups.

In summary, the recent research literature raises important questions regarding the
validity of self-report measures of drug use in a variety of contexts. It can no longer be
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assumed that research subjects will accurately report on their illicit drug use when queried
during confidential research interviews. The accuracy of the information obtained will vary
depending upon the research context, the type of respondents and even the type of drug use
being measured. This does not mean that the findings of treatment evaluations that rely solely
on self-reports of drug use are inaccurate. My point is that unless researchers use biological
assays, such as urine or hair analyses, along with self-reports when attempting to measure the
recent use of illegal drugs, the findings are suspect.

Recomumendations

1. All federally funded studies of illegal drug use should assess drug use by the analysis
of biological specimens as well as by self-reports, wherever feasible. Such a procedure is
especially important in evaluating treatment outcome. Without biological testing, it is virtually
impossible for researchers and policymakers to be certain of the accuracy of changes in illegal
drug use after treatment.

2. The GAO report on measurement of drug use recommended (General Accounting
Office 1993) that the national surveys of students (Monitoring the Future) and household
members (National Household Survey) utilize biological measures of recent drug use to assess
the validity of self-reported illegal drug use. A soon-to-be-released study that used the
methodology of the National Household Survey and also collected hair samples to measure drug
use, found much higher estimates of cocaine use from the hair tests than from the interview
responses. It is indefensible that federally funded national surveys have not conducted validity
studies using biological specimens. This Subcommittee should see to it that these expensive
drug surveys not rely solely upon respondents to report their illegal drug use. National drug

6
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policy must be built upon the most accurate data we can obtain.

3. The federal government should foster the development and testing of new
technologies to measure drug use. Hair analysis has been found by some researchers to offer
advantages in detecting the use of drugs such as cocaine and heroin (see review by Wish et al.
1997). If further research can confirm hair analysis’ potential for longer periods of detection
(compared with urinalysis) and reduced vulnerability to contamination, hair analysis may offer
researchers a new tool for improving the measurement of illegal drug use. The ill-advised
actions of governmental personnel to retard and inhibit the research uses of hair analysis
techniques should be investigated. I have been affiliated with several studies that proposed to
use hair analysis and had been approved for funding by peer review panels, only to receive award
letters that specifically prohibited spending any of the federal funds on bair tests! Such ill-
advised actions prevent scientists from developing and testing new methods for measuring drug
use.

Thank you Mr. Chairman and members of the Subcommittee. [ welcome your comments
and questions. 1 salute you for your important efforts to improve the methodology used to

evaluate the efficacy of drug treatment.
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Mr. Mica. Now I would like to recognize Mr. Raymond Soucek—
or Soucek?

Mr. SOUCEK. Soucek.

Mr. MicaA. Soucek. I destroyed that, I apologize—who is president
of the Haymarket Center.

You are welcome, sir.

Mr. Soucek. Thank you, Mr. Chairman, for providing
Haymarket Center with this opportunity to present testimony. My
oral statement is an abbreviated version of my written testimony,
and I ask that it be placed into the record.

Mr. Mica. Without objection, so ordered.

Mr. SOUCEK. I serve as president of Haymarket, a comprehensive
substance abuse treatment center, located on the near west side of
Chicago. It was founded in 1975 by Monsignor Ignatius
McDermott, a Catholic priest.

Over the past 23 years, we have grown into the largest treatment
center in the city of Chicago and the third largest in the State of
Illinois. We offer comprehensive and integrated treatment services
to an average of 13,000 unduplicated clients annually. We are
pleased that Congressman Hastert chose to visit our facility earlier
this month.

Accompanying me today is Ms. Bettie Foley, associate director of
Haymarket. Bettie is an expert on two special substance abuse pop-
ulations within the treatment field—the nonviolent offender and
pregnant women and postpartum women. She is available to an-
swer any questions that you or your colleagues may have. She will
also be providing testimony tomorrow.

Haymarket Center is a nonsectarian, nondenominational, not-for-
profit organization. We consider our treatment approach, however,
to be faith-based, since we believe that spirituality plays a role in
recovery. Spirituality in our programs is focused on our efforts to
reunite and reconnect recovering addicts with aspects and relation-
ships in their lives which they have been separated from because
of their addiction.

This approach, most commonly employed through our integrating
“12-step” principles into our treatment programs, focuses on recon-
necting our clients to themselves and to others who were important
in their lives before the substance abuse took control over their
lives.

We at Haymarket have developed several unique programs to ad-
dress the needs of high-risk populations throughout our 23 years.
We refer to this as a “continuum of care.” This continuum is the
integration of drug abuse prevention, drug abuse treatment, med-
ical and health services, day care, parent training, vocational edu-
cation, job placement, and screening for domestic violence and gam-
bling addiction.

The continuum provides clients with a comprehensive and inte-
grated range of treatment programs. Clients are encouraged to ad-
dress all issues related to their addiction as they progress along the
continuum of care.

Clients are informed that spirituality through faith can be an im-
portant factor in their efforts toward total recovery. In order to en-
sure that each Haymarket client receives specific and individual-
ized services, we continuously enhance the development and imple-
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mentation of programs for men, women and families that are based
on gender differences, cultural sensitivity and the ever-changing
demands for services.

Our mission is to return recovering addicts to society in a dtug-
free state, but also in a condition that is physically, mentally, and
spmtually healthy, thus enabling them to become more productive
members of society. Our model of the integration of comprehensive
services enables us to meet that goal. We feel that it is crucial to
stress today that treatment works, and that investing in innovative
and effective substance abuse treatment methods is a crucial com-
ponent of the Federal Government’s drug control policy.

Along with prevention, treatment is an essential component in
any demand reduction strategy. Based on our experience with the
front line fight against substance abuse, we believe treatment is
the most cost effective way to combat addiction and drug-related
crime. This belief is backed by extensive research which confirms
that treatment is cost effective. Unfortunately, less than one-third
of the Federal drug budget is devoted to reducing the demand for
drugs and treatment is too often overlooked.

We are pleased that the House Appropriations Committee re-
cently supported a bill providing increased funding for the pro-
grams of the Substance Abuse and Mental Health Service Adminis-
tration. We ask that the members of this subcommittee support
these funding increases for SAMHSA. As good stewards of Federal
funding, the treatment community can continue to improve services
by equipping itself with a better understanding of which treatment
methods are most effective with which subgroups of abusers and
addicts. For example, program models which were developed to
treat the white male population may not be directly transferrable
to other groups such as black female pregnant women.

Finally, the GAO study published in March of this year verifies
that treatment consistently reduces drug use and crime, but cur-
rent data collection techniques do not allow accurate measurement
of the extent to which treatment reduces the use of illegal drugs.
One Haymarket program, however, has recently been evaluated to
demonstrate results.

In 1995, Haymarket received a grant from the Center for Sub-
stance Abuse Treatment to implement and evaluate comprehensive
residential treatment, childcare and after care programs for chemi-
cally dependent women and their children. This program called
Athey Hall also had a 2-year evaluation component. The evaluation
component was conducted by CSAT in the fall of 1997 and con-
cluded with a report on the status of clients who successfully com-
pleted the Athey Hall program.

Through interviews with clients, family members and close per-
sonnel contacts, and also with the use of random urine screenings,
the evaluators determined that the recovery rate for the discharged
clients from Athey Hall’s first 2 years was approximately 70 per-
cent. Even in the worst case, with all nonreporting clients assumed
to have recidivised, this recovery rate exceeds the norm for Illinois.
The majority of these recovering clients maintain jobs, have gone
back to school, have received custody of their children, and have es-
tablished independent housing for themselves and their families.
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With us today we have several copies of this and other research
which confirms that treatment works and it is cost effective. We
would be happy to share these reports with the members of the
subcommittee and ask that they be included in the hearing record.

Mr. Chairman, and the members of the subcommittee, as Con-
gress determines the direction and best use of Federal resources
and the scope of policy with regard to our Nation’s substance abuse
epidemic, we urge you to recognize treatment as a vital and effec-
tive component of the overall war on drugs.

Knowledge and implementation of comprehensive and effective
treatment practices is the most successful strategy treatment pro-
viders can employ in our inission to move people away from de-
pendency and toward becoming productive members of society. We
hope that you will recognize the value of treatment as you develop
new legislation to implement drug control strategies. Thank you for
the opportunity to testify today.

Ms. Foley and I would be happy to answer any questions that
you may have.

[The prepared statement of Mr. Soucek follows:]
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Thank you, Chairman Hastert, for providing Haymarket Center with this opportunity to present

testimony before your subcommittee.

I serve as President of Haymarket, a comprehensive substance abuse treatment center on the
Near West Side of Chicago, founded in 1975 by Monsignor Ignatius McDermott. Over the past
twenty-three years we have grown into the largest treatment center in the City of Chicago, and
the third largest in the State of Iilinois. We offer comprehensive and integrated treatment

services to an average of 13,000 clients annually.

Accompanying me today is Bettie Foley, Associate Director of Haymarket. Bettie is an expert
with respect to two special substance abusing populations within the treatment field - the
nonviolent offender and pregnant women. She is available to answer any questions the

Subcommittee might have with regard to these two critical issues.

Though we are a non-sectarian, non-denominational, not-for-profit organization, we at
Haymarket consider our treatment approach to be faith-based since we believe that spirituality
definitely plays a role in recovery. Spirituality in our programs is focused on our efforts to
reunite and reconnect recovering addicts with aspects and relationships in their lives from which
they have been separated because of their addiction. This approach, most commonly employed
through our “Twelve Step” programs, addresses the nature of the person and focuses on
reconnecting our clients to themselves and to others who were important in their lives before the

substance abuse took control.

We at Haymarket have developed several unique programs to address the needs of high-risk

populations throughout our 23 years. Still, we acknowledge a need to continue to refine what we
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refer to as a “continuum of care” for our clients. This “continuum” is the integration of drug
abuse prevention, drug abuse treatment, medical and health services including HIV/AIDS, day
care, parent training, vocational education, job placement and screening for domestic violence
and gambling addiction. The continuum provides clients with a comprehensive and integrated
range of treatment programs. Clients are encouraged to address their issues as they progress
along the continuum of care, and are reminded that spirituality, through faith in 2 power greater

than themselves, can be a crucial factor in their efforts towards total recovery.

Our clients are immediately assessed upon admittance to our facilities and are referred,
depending upon physical and mental status, to the most appropriate treatment from our array of
programs. In order to ensure that each addict receives the specific and individualized services he
or she may require, we continuously enhance the development and implementation of programs
for men, women and families that are based on gender specificity, culwral sensitivity and the

ever changing demand for services.

In addition to detoxification and residential treatment, Haymarket offers specialized residential
and outpatient treatment programs for pregnant, postpartum and parenting women. We provide
an on-site preventative health care clinic that is part of the Healthy Start network and child
care/licensed day care programs. Our mission is to return recovering addicts to society in a drug-
free state but also in a condition that is physically, mentally and spiritually healthy and thus
enabling them to become more productive members of society. Our model of the integration of

comprehensive services enables us to meet this goal.

We feel that it is crucial to stress today that freatment works, and that investing in innovative and

effective substance abuse treatment methods is a crucial component of the Federal government’s
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drug control policy. Along with prevention, treatment is an essential component of any demand
reduction strategy. Based on our experience with the front-line fight against substance abuse, we
believe treatment is the most cost-effective way to combat addiction and drug-related crime.
This belief is backed by extensive research which confirms that treatment is cost-effective.
Unfortunately, less than one-third of the federal drug budget is devoted to reducing the demand

for drugs, and treatment is too often overlooked.

We believe that these limited resources ought to be targeted towards high-risk populations and
towards programs which will provide the greatest return on the federal investment. In order for
the treatment community to do a better job with federal resources, policy related to treatment and
prevention must become more coherent and better coordinated, and post-treatment outcomes

must be stressed.

For this coordination to occur, the treatment community needs to equip itself with a better
understanding of which treatment methods are most effective with which subgroups of abusers
and addicts. For example, program models which were developed to treat a white, male
population may not be either gender specific nor culturally sensitive and therefore not directly
transferable to other groups like pregnant women.

Finally, studies continue to show that which Haymarket and other treatment providers already
know: treatment works. The GAO study, published in March this year, verified that treatment
consistently reduces drug use and crime, but current data collection techniques do not allow
accurate measurement of the extent to which treatment reduces the use of illegal drugs. One

Haymarket program, however, has recently been evaluated to demonstrate such results.
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In 1995, Haymarket received a grant from the Center for Substance Abuse Treatment (CSAT), to
implement and evaluate a comprehensive residential treatment, childcare and aftercare program
for chemically dependent women and their children. The Athey Haill program’s two-year
evaluation, conducted by CSAT in Fall 1997, provides factual evidence to support that
Haymarket's comprehensive approach to treatment, including the availability of faith and

spirituality as components, results in outstanding recovery and placement figures.

The evaluation concluded with a report on the status of clients who had successfully completed
the Athey Hall program. The program successfully discharged, or graduated, 64.6 percent of its
clients during the first two years. The evaluation team was successful in reaching and surveying
more than two thirds of these clients. Of them, approximately sixty percent were working, and
about one-third were pursuing a G.E.D. or other training. Approximately one half were living
independently, and two thirds were attending community self-help groups. Less than one half

were receiving welfare payments or food stamps.

Through interviews with clients, family members and close personal contacts, and with the help
of random urine screenings, the evaluators determined that the recidivism rate for disbhargcd
clients from Athey Hall’s first two years ranged from 20 - 43 percent. Even at worst case, with
all non-reporting clients assumed to have recidivised, this recidivism rate still falls below the

[llinois average.

With us today we have several copies of other research which confirms that treatment works and

is cost-effective. We would be happy to share these with members of the Subcommittee.
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Mr. Chairman and Members of the Subcommittee, as Congress determines the direction and best
use of federal resources and the scope of policy with regard to our nation’s substance abuse
epidemic, we urge you to recognize treatment as a vital and effective component of the overall
war on drugs. Knowledge and implementation of comprehensive and effective treatment
practices is the most successful strategy treatment providers can employ in our mission to move

people away from dependency and toward becoming productive members of society.

Thank you for the opportunity to testify today. Ms. Foley and [ would be happy to answer any

questions you may have.



68

Substance Abuse and
Crime in Hlinois: What
the Research Tells Us

@ TASC Research
and Information Systems

James Swartz, Ph.D., Director

Extracted fram “APublic Safety Partnership”
©TASC, Febnuary 1998

E

 rasme shrmmtrs T

Chicago, IL 60622
Melody M. Heaps, President



69

What's Inside

The facts and figures contained in this report highlight the destructive impact of substance abuse
on crime in our society and demonstrate how treatment has been effective in reducing some ofthe
negative behaviors commonly associated with substance abuse

 ——

Substanse Abuse & Crime: an exploration of the impact of substance abuse Pages 41
on the tririinal justice system snd other soelal concems ges

Substaace Abuse Tregbent: how differont treatment programs have proven Pages 1217
effectivein reducing the negaive soctal aspects of substance abuse ges 1o

TASC in lllinois

TASC (Treatment Altematives for Safe Communities) is a private, not-for-profit organization whose
primary goal is to break the vicious cycle of drug abuse and criminal activity among non-violent,
drug-involved offenders by linking the legal sanctions of the criminal justice system with drug
treatment. There are eleven TASC offices throughout the state and services are available in every
judicial circuit in lllinois.

TASC links the criminal justice system to community-based substance abuse treatment by
providing:
* Intervention to identify substance-abusing offenders in need of treatment
* Assessment of the offenders’ ievel of substance abuse, need for treatment, and
motivation and cooperation for treatment
« Service Planning for the individual needs of each client, considering such factors as the
client's problem, ancillary services required and the availability of treatment resources
* Placement of offenders into the appropriate type and level of treatment, as well as
referral to ancillary services
* Monitoring of offenders throughout treatment
« Reporting to the court system on client progress/failure

TASC uses its unique case management model to reach other critical populations, including:
« delinquent juveniles
* youth in the child weifare system
« HIVinfected individuals
« substance-abusing welfare recipients

Forthe complete “Public Safety Partnership” from which the following summaries are extracted,
please contact TASC's Communications Office at (312) 573-8225.

© 1998 TASC, Inc.
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Executive Summary

Substance Abuse & Crime

The link between drug use and crime is inextricable. A study of men and women arrested in [ilinois
revealed that over 60% had been using an illicit drug near the time of their arrest. Within Chicago, the
usage rates are much worse, in some cases as high as 83% use prior to arrest. These figures indicate that
[llinois has one of the worst drug use rates among arrestees in the country.

As the number of drug-related arrests ~kyrockers, so does the number of inmates with a history of or a
current drug dependency. Over 50% of the men and over 60% of the women in the Illinois prison
system have had a drug dependency at some point in their lives. The nature of addiction dictates that
those inmates who don't receive substance abuse treatment are likely to return to society with their
addictions intact - and the cycle of abuse and crime will continue.

The dramatic increase in juvenile crime and, in particular, juvenile violence has been accompanied by
steady increases in drug use and abuse by juveniles. The number of juvenile arrestees nationwide testing
positive for drugs has increased from 25% to 54% over the last four years. Increased drug use among
America’s children is prevalent in the general population of youth as well as juveniles arrested and/or
detained by the criminal justice system. Drug abuse education, prevention and treacment programs for
America’s youth are components essential to reducing drugrelated crime committed by children.

Substance abuse not only impacts criminal activity and juvenile justice, but domestic violence and
public health as well. The majority of domestic violence perpetrators are substance abusers, and many
victims of domestic violence are also alcohol or drug abusers. Additionally, aside from being a public
health issue in itself, substance abuse is often implicated in the transmission of the AIDS virus.
Intravenous drug use is the greatest vehicle for the transmission of HIV among women, and is the
second-greatest among men. Substance abuse also leads to situations which put many abusers in much
greater risk for contracting HIV, including unprotected sex, sex for drugs, and prostitution.

The Effectiveness of Substance Abuse Treatment

Despite the overwhelming nature of the problem, effective treatment interventions do exist. A 1996
Congressionallymandated scudy demonstrated that, beyond decreasing participant’s substance abuse
rates, treatment also resulted in decreased rates of criminal activity and arrests, homelessness and high-
risk sexual behavior. It also showed an increased rate of employment and improved overall health status
for participants in the substance abuse process.

The most effective programs are those that not only provide treamment, but also help offenders make
the transition from the criminal justice system to the community. In Chicago, the Cook County Jail's
IMPACT program, which provides in-jail treatment as well as community-based follow-through, has
significantly reduced reatrest rates of participants, dependent upon the length of time spent in
treatment and participation in communitybased treatment and aftercare.

Although there is abundant evidence that substance abuse treatment reduces both drug use and
recidivism, resources to develop effective treatment systems are scarce. A large number of people
needing treatment are unable to access it. To effect major change on drugrelated crime in Illinois,
interventions are needed to effectively identify those in need of substance abuse treatment, match their
service needs with available resources, treat them with the appropriate type and leve! of care, monitor
their progress and recovery, and successfully reintegrate them back into the community.

1998 TASC, Inc.
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Substance Abuse & Crime

330,000 Labeled
Hard-Core Users

SOURCE
Chicago Tribune, December 11, 1997

Since the early 1970's, substance abuse has had a devastating impact on the criminal justice
system in the United States. Below are excerpts of recent research that demonstrate the
effect of substance abuse on crime and our society.

Previous Casual and Hard-Core Drug Use Estimates in Cook County

Traditional studies used phone calls and mail-in surveys to gather data.

petediidies 117,000

Current Hard-Core Drug Use Estimates in Cook County

The current study uses personal interviews and contacts to gather data.

brebetesetttettd
Hittateitiieny 330,000

ke cack ot cacsine o e o
Hard-Core User: 5 Ccs Fie o of e rcein e ot

Research was conducted for the Office of National Drug Control Policy by Abt Associates, Inc.
The study does not suggest that hard-core drug use has gone up, only that itis more widespread
than many thought. Previous h method: ially under. hard-core addicts.

“The findings are probably closer to the real picture than what is
normally recorded. If these numbers are true, we have to look at
providing a lot more treatment to hard-core drug users than is
cuirently avallable.”

- Joseph Califano, former U.S. health secretary who now heads the Center on
Alcoholism and Substance Abuse in New York City

© 1998 TASC, Inc.
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Substance Abuse & Crime

Alarming Rate of  In Chicago...

ﬁll:“gi:l:elA:mng Drug use rates among Chicago male felony arrestees are
A ino : elony high across age groups, but “harder” drugs become
Irestees more prevalent as arrestees get older.
SOURCES 130 n % a3 M
Ilinois Drug Use Forecasting (DUF) 82 81 79 85 89
Study, TASC Research 1996 oo TR o T T T o g
Sh.c?go Arr;s(ee Drug‘\gtj\u;:) ase 8 | & 52 24 25 5
Revean gy T ADAYD: R ENENERE
l Meth. 0 2 0 0 Q ?
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Pereent of Chicago Arrestess Testing Positive fer Drag Uss
Percent of male felony arrestees in Chicago who tested
posiﬁveforrecentdmguse 8 83%

[} Female
§ Most male and female

felony arrestees in lllinois
used illicit drugs in the
days before their arrest.

Percent of Hlinois felony arrestees, male and female, who
used an illicit drug near the time of ther arrest 60%

© 1998 TASC, Inc. 5



The Increase in
Drug Arrests and
Drug Offenders in
Cook County and
Iflinois Is
Overwhelming

Dinois Criminal Justice Information
Authoriry, 1997

73

Substance Abuse & Crime

Atter remaining steady for ten years, since 1984 the drug
arrest rate in Cook County has tripled.

888888 E

Drug Arrest Rate per 100,000 People

T T8 7o B0 BL 2 &3 3 8% 56 g 68 B3 90 OI 52 93 B¢ 95 96
Increase in the ten years between 1976 and 1986

Increase in the five years between 1986 and 1991
Increase in the five years between 1991 and 1996
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Between 1988 and

1996, IDOC admissions

from Cook County for N
drug offenses have
increased seven-fold,
overtaking violent
crimes in terms of Dreg
numbers of admissions.
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Substance Abuse & Crime

Drug cases now amount to o
more than 50% of all

felonies in Cook 1
County, and the total o0 @
number is more than all oo 8
felonies combined in any

year before 1988. 5000

‘91 92 ‘83 ‘94 ‘85 96

Number of Drag

There were almost 14 times as many drug offenders in
Iinois prisons in 1996 as there were in 1985. During that
same time period, the percent of state prisoners that
were drug offenders rose from 3.7% to 23.1%

202%

85 ‘88 ‘89 ‘90 ‘91 ‘92 ‘93 94 95

Number of Drug o_ffenders Namber of Drug Offenders
in llimois Prisons in 1985 ia llfiwois Prisons ia 1996

Perouﬂlncrease 1250%

1995 National Average of Drug Offenders in State Prisons [ M. 3]

Drug Offeodersin finois Prisons in 1995
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The Majority of
lllinois Inmates
Have Been Drug
Dependent
SOURCE

Survey of IHinois Inmates
TASC Research 1994
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Substance Abuse & Crime

QOver half of both male and female inmates in inois report
having a drug dependency at some point during their lives.

Percent of IDOC Admissions with Diagnoses of Drug Dependencies Duriag Their Lives
70
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The overwhelming majority of both male and female inmates
diagnosed with drug dependencies within the year before
incarceration had dependencies classified as severe.

Drug Dependencios - Male Drug Dependencies - Female
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Substance Abuse & Crime

Substance Abuse, From 1992 to 1996, the number of juvenile arrestees or
Juvenile Justice  detainees testing posltm for drug use has doubled. The
and Our Nation's  number who test positive for manjuana use has tripled.

YOI.ItI'I Average Percent Testing Pusitive for Drugs Among Juveaile Arrestees or Detainees
60
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01992 1993 1994 1996
Percent of using marijuana before age 18
who go on !3".?5 cocﬁne : * 43%

MWMMmﬂbﬂmmmm m
will use cocaine, compared

Even among the general
youth popu%ahon, dmg use
rates are d

10th Graders
12th Graders

»
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Percest of Youth Reported Having Used
INicit Drugs, Including Inkatants
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Substance Abuse & Crime

subst Ab i l I I M i I. = I. I I

and Domestic e fmmnmdmseltll is drug

Violence women women 1S . or
alcohol use by the hushand or boyfriend.

0f the women carrently being served by programs ia Mlinois
that treat domestic vmleleeg I” percent that were active

m :: glolgmg:si;c violence cases involving
0,
T
0f the women in domestic violeace shelters after 0
o

The level of violence in domestic
violence situations increases when

either the batterer or victim has
alcohol problems.
?i'ey the domestic p:r:ehlntcteiat perp';:tors.ﬁlled lget:'e m 78° A

almost every day
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Substance Abuse
and AIDS in Illinois
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Substance Abuse & AIDS

In Chicago...

While the total number of AIDS cases has declined in the last
few years, since 1988 transmission via injection drug use has
actually increased and has consistently been the fastest
growing percentage of new AIDS cases.

g

N ow  oa
g8 8 8

5

Drug Use-fRnlated AIDS Cases in Chicago

‘96
315 female drug offenders were surveyed in the
Many I“M sex“al Cook County Department of Corrections

activities are common 20% hud two or mors sex partaers o

as|mlbstang mm;ﬂ m are l.l%pl::d traded sex for drugs in the
nce-a "smg previous month.

offenders.

Betweon 3% and 10% had ilinesses commonly
associsted with WIV infection and AIDS.

Substance abusing offenders are 3-11 times more likely
to be HIV positive than the general population.
Percest of new HIV cases in Chicago

fromluglmsksemalactmyonnlechondmguse.

anF -risk sexual activities Incide male-male sexual contact, prostitution, rading sex for drugs, multiple partners,

male-femnale sexual contact

In Minois...

i
Mﬁm&mmmmﬂhﬂ
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Substance Abuse Treatment

The Nature of Addiction

Addiction to drugs and/ or alcohol is a complex physical and psychological condition. Mostpeople
who use alcohol orillicit drugs stop at the “recreational” stage but some people's use progresses
10 & problematic stage. Without appropriate interventuon. therr drug use may become habituat
and develop into a physical and psychological depenidency.

 Addiction is a chronic, relapsing condition that impairs the addicted person’s ability
to function in alf aspects of their lives.

 Addiction is defined by compulsive use with foss of control, and continued use
despite adverse conseguences.

« Substance abuse affects not only the user, but also his/her family,

“Twenty years of neuroscience research have brought us to where we can actually
see increases in specific brain activity that are linked to the experience of craving.
if we can understand the mechanisms that cause craving in people addicted to
cocaine or other drugs, more effective treatment strategies can be developed that
counteract craving.” . Aian Leshner, Ph.D., Director, Nationa! Institute on Drug Abuse

How Treatment Works

Inmost cases at least a year of treatment and self-help groups is needed before a person becomes
secure in recovery Frequently more than one attempt at treatmert is needed. The likelihood of
relapse 1s mgh, however, relapse can be prevented through effective treatment and aftercars
services Recovenng alcoholics or addicts often participate in support groups for many years.

« Treatment focuses on personal reponsibility in coping with the illness.
« During treatment, recovering users:
- receive information about drugs and addiction
- are confranted with the negative consequences of their addiction
- are forced to take responsibility for their actions
- gain nsight about their relationship with alcohol and other drugs
- develop new patterns of thinking, feeling and behaving
- work on the developmental tasks and skills needed to thrive in everyday life

“Thanks to the phenomenal progress In addiction research made In recent years,
we now know more about drug abuse, and what to do about it, than ever before.”
- Alan Leshner, Ph.D.

Despite the impact of dnugs on crime, substance abuse treatment models have been shown to
have remarkably decrease substance abuse and recidivism rates. On the following pages are

f recent hthatd the effectiveness of treatment and outline treatment
interventions which have proven particutarly successful.

© 1998 TASC, Inc. 12



Treatment
Significantly
Reduces Criminal
and Other
Dangerous
Behaviors

National Treatment Improvement
Evaluation Srudy, 1996
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Substance Abuse Treatment Effectiveness

% In the 12 months
following treatment, the
number of participants
using any drug or those

using crack, cocaine and
heroin dro &ed by as
L much as 50%.

In the 12 months following treatment, the number of
participants committing specific crimes dropped as
much as 82%.

After Treatment

£l Betore Treatment

y Drug

Before Treatment

Selling Drugs. Shoplifting Anested (Any Crime) Py Income hom
numnm,

In addition to a reduction in drug use and
criminal activity, HIV risk behaviors declined
significantly, including a 56% drop in the
exchange of sex for money or drugs.

© 1998 TASC, Inc.



Multi-Stage
Treatment is Most
Effective in
Reducing Drug Use
and Recidivism
SOURCE

Center for Drug and Alcohol Studies
University of Delaware, 1997
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Substance Abuse Treatment Effectiveness

g

w5 47% of the participants who
i w received three stages of
¥ . treatment remained drug-free
£ 2 within 18 months of release,
i 2 compared to only 16% of those
2 0 who didn't receive any
§= 2 . treatment.
; 5 &
° o~
“I stage = prisonbased treatment only
2 stages = ck-rel and i but no pi based
J stages = prisonbased, work release and community-based treatment
s T1% of the participants who
i & received prison-based
g 70 treatment services, work
&0 release treatment services and
E 50 community-based treatment
© services remained arrest-free
i » BB within 18 months of release,
» K % ) compared to only 46% of those
g v B g z who didn’t receive any
. B - ~ treatment.
Rverage incidexce of use for those participaats in the Once a month
threestage group who did report drug use or less
Bverage incidence of use for those participants Several times
receiving no treatmest per week

© 1998 TASC, Inc.
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Substance Abuse Treatment Effectiveness

Hiinois Jail and Project IMPACT is a substance abse treatment program in the
Community-Based Cook County Jail. The program includes not only irtensive jail-
Treatment based treatment, but also linkage to commuqnty—based services
Program Reduces and case management of offenders after their release from jail.
Recidivism
Project IMPACT Study ° Within one year of release,
James Swartz, Ph.D. 1996 . 58% of those who parﬁclp‘t.d
for less than 30 days had been
50 arvested again. 0f those who
remained in the program 90-
0 150 days, only 35% were
arrested again.

Participants who also received
community-based services had a
recidivism rate 50% less than
those who didn’t receive
community-based treatment.

3

Percent Arrested Within One Year of Reloase
w
g
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w
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The Most Common

Forms of Drug
Abuse Treatment
Aid in Reducing
Criminal Activity
National Institute on Drug Abuse

Drug Abuse Treatment Outcome
Study (DATOS), 1997
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Substance Abuse Treatment Effectiveness

Drug abuse treatment was successful in reducing the number of
participants committing illegal acts by as much as 60%.

Short Term Before Treatment
Atter
S et -
— F
utert etdons r
40 50

Rop lldltﬂ'ﬂyldﬂ.‘l!hfl'm

The ability to keep treatment was the
dilypa‘hqmlsm mshgwt

determinmg factor i successful treatment

The major prodictors of how long participants would stay in treatmest were:
- high motivation
- o prior trowble with the law
- getting psychological comnsefing
 lack of ay other severe psychological problems
- legal pressure to stay in treatment

© 1998 TASC, Inc.
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The Need for Treatment
Populations An average of 50% of
Supported by inmates in lllinois jails and
State Systems are  prisons need substance
1"!I ost In Need of Ia\db:I"srt‘i!onally ::c')tr'e than 40%
reatment of DCFS and TANF clients

SOURCES need treatment.

Treatment Needs Survey
Minois Office of Alcoholism and
Substance Abuse, 1996

Department of Children & Family Services
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Illinois Jails
TANF /Welfare

Percent of Aduit Populations Requiring Trestment That Haven't Received it
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A SUMMARY

of

ATHEY HALL

from the

EVALUATOR’S
SECOND YEAR REPORT (YEAR 02)

A RESIDENTIAL TREATMENT PROGRAM
FOR CHEMICALLY DEPENDENT WOMEN
AND THEIR CHILDREN

AN ILLINOIS DEMONSTRATION PROJECT

HAYMARKET CENTER OF McDERMOTT CENTER
AND
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“Athey Hall bas taught me & lot as far as parenting
skills, being responsible, managing my life, and as far
as the outside, being prepared for independent living. I
feel more motivated now and very encoaraged now that
1 understand the meaning of being responsible and 1 feel
great about myself today, my sell esteem is up more,
and 'm determined to keep myself maintained.”
(Athey Hall Chent, Evaluator’s Focus Group, Year 02)
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NTROD I

The Evaluator’s Year 02 Report (September 30, 1997) provides an overview and assessment of the Athey
Hall program’s first twp years. That Report contains 165 pages and 66 Tables, thus, the present

Summary presents only a very brief overview of the evaluation results from the Report.

The Center for Substance Abuse Treatment (CSAT), which is funding the Athey Hall residential program
for chemically dependeat women and their children, considers the conducting of a comprehensive
evaluation to be a critical coraponent of the overall demonstration projcél. Both the pational “cross-site”
and the Joga] evaluation are important aspects of the evaluation effort. The local evaluation, under the
direction of Dr. Joyce A. Sween, also provides input to the national effort through the National Evaluation
Data and Technical Assistance Center (NEDTAC). The local evaluation includes face-to-face survey
interviews of clients and staff, focus groups, on-site observations at Athey Hall, and follow-up interviews

of discharged clients.

Tuw Alwy [all program is conducted on the sixth floor of Haymarket Center’s six-story building. The
area is neal and clean, airy and bright, and somewhat uplifting. Women clients are responsible for
maintaining their individual rooms and the immediate area, including personal and children’s laundry,
vacuuming, dusting, etc. They are solely responsible for the care of their young children who reside there
with them, and for attending the therapeutic group and counseling sessions, and participating in all other

aspects of the program.

The uniqueness of the entire Athey Hall experience lies in the fact that it is so multi-focused and addresses
numerous aspects of the women’s physical, mental, and emotional problems. First and foremost, it
provides 2 safe, stable, and structured environment for an extended period of time. Secondly, it does not
separate mothers from their younger children, and provides the same stable and safe environment for the
children as well. Once the clients develop a sense of relatively long-term (1 year) security, it is possible 1o
address specifics such as drinking, drugs, education, parenting, and to start to help them develop the basis

for creating a new life for their children and themselves.
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SUMMARY OF ATHEY HALL'S TWO YEARS

Q Over its first two years, the Athey Hall program has served 72 women and their accompanying 45
children. [See Evaluator’s Report Year 02, Table 26, p.114.]

Athey Hall Client (Women and Children)
Entry: Haymarket Center, April 10, 1996 -
August 31, 1997.

%)CLEEM‘S
CLIENT ENTRY: Y o
’ [Women { Children
Year 01'
April (04/10/96 - 05/10/96) 26 16?
May (05/11/96 - 06/10/96) 3 22
June (06/11/96 - 07/10/96) 5 7
July (07/11/96 - 08/10/96) 3 3
Augusl (08/11/96 - 09/10/96) 6 3
x!![ 02!
September  (09/11/36 - 10/10/96) 4 32
October (1011196 - 11/1096) 23 323
November  (11/11/96 - 12/10/96) 4 0
December (12711796 - 01/10/97) 3 2
January OUI197 - 0V1087) 0 0
February 021197 - 03/1097) 2 1
March (03/11/97 - 04/10M7) 3 1
April (04/11/97 - 0S/16/97) 3 3
May 05/11/97 - 06/10/97) 3 0
June {06/11/97 - 07/10/97) 1 0
July (07/11/97 - 08/1097) 3 0
August (08/11/97 - 09/1097) 2 0
TOTAL ENTRIES:
YEAR 01| 43 33

R . YEAR 02| 30 | 13
2.-YEAR TOTAL (4/96 - 8/97) 73¢ 46
2-YEAR TOTAL (Unduplicated) 72 45

"In tis Table. Year O wcludes the penod afler the Pbase-In (Apn)
10, 1996 - September 10, 1996).

*Includes children who were admitted to Atbey Hall after their
mother’s entry date.

’Six (6) clients whbo entered as “slecp-overs” until a bed was

i in their desi d Hi rket Center program are got

included in this Table (Year 02). However, one (1) client who had
an extended stay (4 months) funded through another program’s

included in Year 02. .

“Includes client originally funded by anotber program for a 3 month
stay.

*Includ re-entry, undupli d client N Year 02 = 29,

and childen N Year 02 = 12.
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Q In addition, 163 non-resident children have benefited indirectly by their mother's participation.

Overall, 208 children have been served or indirectly benefited. [See Evaluator’s Report Year 02,
Table 29, p.118.)

Children Served or Benefited by Athey Hall Program: Haymarket Center,
April 10, 1996 - August 31, 1997.

GRAND TOTALS
YEAR 01 YEAR @ (YEARS 01 & 02}
Total Young Children at Athey Hall 33 12¢ 45!
Total Young Children Not With Mother at Athey Hall 38 13 5t
Tota) Older Chuldren Not With Mother at Athey Hall 75 37 112

45

'Eacludes one (1) Year 01 clicat who re—eotered Atbhey Hall w Year 02
*Excludes one {1) Year 01 child who re-eotered Atbey Hall in Year 02.
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O The Athey Hall clients have been primarily African-American (86.1 percent), with a mean age of
32.2 years. Fifty-five percent did not complete high school. On average, they had 3.4 children.
Crack/cocaine was the “drug of choice” for 81.9 percent. Four-fifths (81.6 percent) smoked
cigarettes. [See Evaluator’s Report Year 02, Tables 30, 31, p. 120 - 21; Table 33, p. 122.]

Characteristics of Athey Hall Clients: Haymarket Center,

April 10, 1996 - August 31, 1997.

AGE Year 01(N=30Y' N=33' | 2 YEARTOTAL
20 - 24 years of age . 103% 9.0% 9%
35 - 29 years of age 15.4% 18.2% 16 7%
30 - 34 years of age 38.5% 51.6% 44 5%
35 - 39 years of age 25.6% 18.2% 22 2%
40+  yearsof age 10.3% 3.‘0% 6 1%

X 32.8 years 31.4 years 322 yeans
Median Age 33.0 years 32.0 years 320 years
Range 20 - 47 years 22 - 42 years 20 - 47 years
African-American 87.2% 84.8% 86 1%
Hispanic 5.2% 3.0% 42%
White 7.7% 12.1% 97%
Single/ Separated/Divorced 97.4% 97.9% 97 6%
Mayried 02.6% 3.0% 28%

EDUCATION
Less tban higb school diploma 56.4% 54.5% 55 5%
High School Graduate 20.5% 21.2% 20 8%
G.ED. 05.1% 3.0% 41%
Some College or Other Training 17.9% 21.2% 19 4%

CHUDREN

Clienr’ Median N { Chi
X [mesn] (SD) 3.6 (2.1 3.1 (2.2) 3422
median 4.0 3.0 30
range 0-9 1-8 -9

Clienl's Total Number of Children®
2 or less 28.2% 45.5% 361%

3 17.9% 27.3% 222%
4 28.2% 9.1% 19 4%
5 12.8% 12.1% 125%
6 or more 12.9% 6.0% 98%

SUBSTANCES USED i
Has used alcohol 84.6% 93.9% 38 7%
Has used crack/cocaine 82.0% 97.0% 389%
Has used heroin : 41.0% 24.2% 3%
Has used marijuans 43.6% 88.8% 64 3%
Has used PCP 12.9% 9.1% 112%

Drug of Chaiee
Crack/cocaine 76.9% 87.9% 31.9%

Tobacco Use
Smokes cigareftes 17.0% 84.3% 816%

'Four clients who entered in Septembes, 1996 are excluded from the Year 01 column and included 1o e Year 02

column. Year 02 excludes one (1) Year 0] client who re-entered.

"In Year O1, several of the older clieot (35 years of age or older; N = 14) had had older children and/or children who

had passed away.

4
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O Since its inception, the Athey Hall program has conducted 657 group sessions for the women
clients. These involved 9,231 client contacts. There were 19 different topical, educationat, and
therapeutic groups, which averaged 1.0 - 1.5 hours in length. [See Evaluator’s Report Year 02,
Table 4, p. 42.] The program has also provided, at a very minimum, one or more counseling
sessions to all clients. Case management referrals were also made as required. [See Evaluator’s
Report Year 02, Table 5,p.44]

Athey Hall Women’s Group Sessions Provided: Haymarket Center,

April 10, 1996 - August 15, 1997.
" " N Sessi Size (clients) Length (hours) Contacts
1. Therapy 30 8.7 14 262
2. Shame and Guilt 17 72 1.0 122
3. Self-Esteem 1 85 1.2 93
4. Addictions 17 114 1.5 194
5. Women’s Issues 13 15.8 1.0 212
6. Relationships 12 194 1.0 233
7. Health Education 06 14.0 1.0 84
8. Relapse Prevention 16 139 1.0 223
9. Budgeting 03 N 1.0 23
10. Independent [.ving 15 14.9 1.0 147
YEAR 02 Soptember 1 1996 _Augose 13, 1997) -
Women's Componeat
1. Therapy 92 133 1.3 1,222
2. Shame and Guilt 46 11.7 1.0 540
3. Self-Esteem .38 13.5 1.5 512
4. Drug Education 3 13.6 1.5 622
3. Women's Issues 25 204 1.0 511
6. Relationships 40 19.5 1.0 779
7. Health Education 28 13.6 1.0 382
8. Relapse Prevention 26 14.0 1.0 365
9. Decision Making Skills 27 126 1.0 340
10. (a) Independeat Living 28 140 1.0 391
(b) Weekend Process/Wrap-Up 28 211 1.0 592
11. Lecture Groups (Treatment)
A. Medical Issues 02 13.0 1.0 26
B. Nutrition 10 11.6 1.1 116
C. Gambling Addictions (started April) 04 8.7 1.0 35
D. Spirituality 37 16.3 1.0 606
E. Stress Management 27 139 1.1 376
F. Smoking Cessation [1/] 115 1.0 23
12. Lecnue Groups (Education/Training)
A. Computer Training (started May) 10 49 1.5 49
B. Legal Issues (started February) 09 92 1.0 108
13 Actvity Groups
A. Recreanon 05 86 10 43
JOTALS oot w00 . 8P~ . 9,231
‘Note  Figures for Year 01 preseoted w tus Teble, and 1n subsequeat Tables, duffes sbighily from those presented 1o
the Year 01 Report due i year-end final cakulanons

5
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Q The Family Component has been newly developed during Year 02 with the resultant provision of
family groups and activities. Non-resident family member participation has been encouraged. As a

result, 92 visits by family members have been made to the unit for weekly Family Nites.

addition, there have been 273 visits by family members to the unit during regular visiting hours.
Clients also atiend Family Growth and Development groups (alone), and Family Lecture and
Therapy groups (with family members). (See Evaluator’s Report Year 02, Tables 11, 13; p. 73,

74.]

Athey Hall Family Group Sessions Provided: Haymarket Center,
April 10, 1996 - August 15, 1997,

YEAR O1 (Aaril 10 - August 31, 19961
Vi {0 Average Sessjop N CliepVSession
[No Famuly Groups Year 01] - = — -
YEAR 01 TOTAL 00 00
YEAR 07 Senigmber }. 199 _Aupa( 1S 199
Average Session  Average Session N _ClienSession
N Sessions  Size (clienss) Leogth (houis) Contacts
1. Family Growth & Development 41 125 1.0 512
(client only)
2. Family Lecture 29 119 1.0 345
3. Multi-Family (Therapy) Group 27 11.9 1.0 321 {clients)’
92 [family)
4 Weekend Process/Wrap-Up® (28 Q1. a0 59"
YEAR 02 TOTAL 97 1,178*

*These figures were wncluded wn Table 4 toal and are excluded from total 1o dus Table

'In addition 92 family members attended the Lectures and/or Multi-Family Groups, but are not included in the total
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Q The Camp Algonquin visits are an element of what might best be called “adventure therapy.” These
consist of providing exposure for both mother and children and other family membcrsfm
environments which they might not otherwise ever experience. These “overnight” camp oulirggs
have been held approximately once per month for both years. Other experiences for residents haye
included trips to Marshall Field's for lunch, seeing a live play with real actors (not t.v.), and Seﬂ\ 2
Sania Claus and the Christmas lights in Chicago. In addition, between 10 - 41 family members
have attended specific outings and events, such as the mother’s luncheon by the Advisory Board on
May 4. Even months afier their participation, the mothers refer to these outings with great

cuithusiasm. [See Evaluator’s Report Year 02, Tables 14, 19; pp. 76, 82.)

Camp Algonquin and Other Special Outings and Events: Athey Hall
Women’s Treatment Program, Haymarket Center, April 10, 1996 -
July 31, 1997.*
Daie Event Adulis Children
April 20 - 21, 1996} Camp Algonquin 06 10
May 18 - 19, 1996 Camp Algonquin 0s 07
June 29 - 30, 1996 Camp Algonquin 03 1]
July 27 - 28, 1996 Camp Algonquin 04 09
August 1, 1996 Athey Hall Open House' 22 17
August 17 - 18, 1996 Camp Algonquin 04 09
September 14 - 15, 1996 Camp Algonquin 04 04
October 19 - 20, 1996 Camp Algonquin 05 05
November 9 - 10, 1996 Camp Algonquin 08 08
November 21, 1996 Singing Clown (on unit) 24 17
November 29, 1996 Circus Matinee 02 03
December 9, 1996 Christmas Lights Trolley Ride 23 13
December 10, 1996 Santa’s Visit and Marshal Fields Walnut Room 15 10
Nacemher 20, 1996 Children's Party (with Santa Claus) by DASA 24 17
Employees {on unit)?
December 27, 1996 Holiday Party (by Advisory Board, Athey Hall Unit 39 17
January 30, 1997 *Toy Story™ Disney on Ice (United Ceater) 10 10
February 14, 1997 “Rhythm: The Soul of Life.” African American
Ballet Company {Harold Washington Library) 07 04
February 24, 1997 * Use of African Drums" (Haymarket Center) (Black 15 (1)
History Month Event)
March 1, 1997 Shriner’s Circus 11 14
March 15 - 16, 1997 Camp Algonquin 03 06
March 22, 1997 Spring/Easter Children’s Party and Egg Hunt (Athey] 21 14
Hall Unit)®
April 10, 1997 Betty Ford Visit (Athey Children presented flowers 10 08
to Ms. Ford) (Haymarket Center)
April 12 - 13, 1997 Camp Algosquin 03 03
May 4, 1997 Sunday Pre-Mother's Dey Luncheon® (by Advisory 56 06
Board) (Haymarket Center)
May 5, 1997 Parenting Class Graduation (Haymarket Center) 05 (4]
May 17 - 18, 1997 Camp Algonquin 03 05
June 7 - 8, 1997 Camp Algonquin 03 oS
July 12 - 13, 1997 Camp Algonquin 06 04
July 17, 1997 KiddieLand Amusement Pari’ 29 23
July 17, 1997 “Comfort Stew” [Play] (at the ETA Theater, 0s 00
7552 S. Chicago Avenue)
August 16 - 17, 1957 Camp Algooguin 06 01
*Chldre2 were gives booEs and esey betes Mobsigaor McDermott Scatior Mirpael S, 13 DASA Saployoss W preseat.
*Also igcluded are visiting childres. (amily membonTricods. a spplicable.
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QO In Year 02, there has also been a major increase in the number of peerfself-help sessions, including
the addition of the new “Women-to-Women™ group into this component of the program. There
were 180 Self-Help group sessions, representing 2,142 client contacts in Year 02. [See Evaluator's
Report Year 02, Table 17, p. 80.]

Athey Hall Sell-Help Group Sessions Provided: Haymarket Center,
April 10, 1996« August 15, 1997,
XEAR 0] (Aoril 20 - August 31, 1996)

Average Scssion  Average Session N Client/Session
1. Self-Help 16 202 14 323
2. Twelve Step Group* - - - -
YEAR 81 TOTAL 1% 323

Average Session  Average Session N Client/Session
1. Self-Help 109 11.7 1.1 1,275
2. Twelve Step Group 47 122 1.2 575
3 Women-to-Women 24 122 11 292
YEAR 02 TOTAL 180 2,142
*Athey Hall chents suepded Step-Groups b Year (1. but chent a # was pot . The

Woman-10-Woman group was not provided during Yeer 0!
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Q The Children’s treatment has consisted of 359 developmental play groups with the Child
Development Specialist staff. Children also participated in various outings and individual one-on-
one sessions were provided for each child and mother. {See Evaluator’s Report Year 02, Table 7,
p. 60.]

Athey Halt Children’s Group Sessions Provided: Haymarket Center,
April 10, 1996 - August 15, 1997.

YEAR (1 sApril 10 - Auguat 31, 18961

Average Sessjon  Average Session N Client/Session
Chuldten s Component N Sesmons  Swe (chen®) Length (hours) Coqtacis
! _Play Group (Suuctured) 82 63 i3 517 (cbuld)
YEAR 01 TOTAL 82 $17

N Sesions  Swe (clients) Length (hours) Conacts
}_Play Group (Stuctured) 277 56 12 1 538
YEAR 02 TOTAL 271 1,538

Q Parenting was enhanced through 62 educational sessions and 90 interactive mother/child “Sunshine
Time” groups. In Year 02, women without young children on the unit attended an altemative 12-
Siep pook Swdy group (11 sessions). [Refer to Evaluator’s Report Year 02, Table 9, p. 67.]

Athey Hall Parenting Group Sessions Provided: Haymarket Center,
April 10, 1996 - August 15, 1997.

YEAR 01 (April 10 - Auguar 3L, 1996)
1. Parenting 18 1.7 1.2 211
2. Sunshine Time 29 6.6 (mothers) 1.0 455
9 1 (children) (190 mothers)
(265 children)
YEAR 01 TOTAL 47 666

Sessi { Clitnlsess:

Barenung Component N Sessions  Swe (clients) Lengih (houcs) Contacts
t. Parenting 44 9.3 1.4 408
2. Sunshine Tume 61 6.7 (mothers) 1.0 931
8.5 (children) (410 motbers)
(521 chudren)
3 Twelve Step Book Srudy 11 80 10 88
YEAR 02 TOTAL 116 1,427
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Q The Athey Hall program has discharged 48 clients, with 64.6 percent completing the program. [See
Evaluator’s Report Year 02, Tables 44, 45; pp. 135, 136.]

Athey Hall Client Discharges by D §ghargg Date: Haymarket Center,
199

April 10, 1996 - August 31
DISCHARGED CLIENTS
Medical | Discharged | Discharged
Complesed | Discharge/ | Against |  for
|Acey Halt| Discharge | Staff  Patienz Non
DISCHARGE TIME PERIOD  bisharge 1o 1o Other | Advise [Compliance| TOTAL

YEAR 01 Community| Treatment {  (ASA) (BNQY | Discharges
April (04/10/96 - 05/10/96) . 1 0 0 0 1
May (05/11/96 - 06/10/96) 2 0 1 1 4
June (06/11/96 - 07/10/96) 4 0 0 1 5
July (07/11/96 - 08/10/96) 2 0 1 0 3
August  (08/11/96 - 09/10/96) 8 1] 0 0 8
XEAR 02
September (05/11/96 - 10/10/6) 1 0 1 1 3
October (1011796 - 11/10596) 1 0 1 1 3
November (1171196 - 12/10/96) 1 0 0 0 1
December (12/11/96 - 01/10897) 0 0 2 0 2
January  (OU11A7 - 02109T) 0 0 2 0 2
February (02/1197 - 0310097) 0 0 2 1 3
March (03/1197 - 04/10/37) 0 0 1 0 1
April (04/1197 - 05N0/97) 3 0 0 0 3
May (05/11/97 - 06/10/97) 2 0 1 0 3
June (06/11/97 - 07/10/97) 2 0 0 0 2
July (0711197 08/10/97) 3 0 0 0 3
Augusl (0811137 0873197 1 0 0 0 !

TOTAL CLIENTS

DISCHARGED (Unduphicatedy

YEARO1 17 0 2 2 21
YEARO2| 14 0 10 3 7

2-YEAR TOTAL} 31 0 12 s 48

Percent of Discharged Total| 64.6% | 0.0% | 25.0% | 10.4% |100.0%

10
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Q Auempts to follow-up discharged clients required a very extensive effort by the Evaluation team,
including 787 phbne calls. Overall to-date, 68.2 percent of the discharged Athey Hall clients have
been reached and interviewed. The preliminary post-discharge results show approximately one-half
of the discharged clients to be living independently and approximately two-thirds to be attending
self-help groups in the community. Approximately sixty percent were working, and about one-
third were pursuing a G.E.D. or other training. Less than one-half were receiving welfare
payments or food stamps. [See Evaluator’s Report Year 02, Tables 48 - 51, pp. 144 - 145]

Statuses at Time of Interview of Athey Hall Discharged Clients:
Haymarket Center, April 10, 1996 - July 31, 1997.
Client Interviewed at Least Once*
TATUS Vit 1Month | 3 Months | fMonths 1 Year
N % N % N % N %
Work Status
Full-Time 12 50.0)] 9 429} 13 61.9] 3 600
Part-Time 3 12.5] 3 1431 4 186{ 0 0.0
Unemployed 9 37S5| 9 428( 4 190 2z 400
G ED Enrolled 3 1251 2 95| 7 333] 0 0.0
Other Errolled Education/Tob Training 7 229af 4 190 3 1427 0 0.0
Completed GED. 0 0.0 1 48| © 4.8 0 0.0
Complewed Other Education/Job Training 2 833 2 951 1 431 0 0.0
Major Income Source - Public Aid 6 2501 9 4291 7 333 2 400
Receives Food Stamps 13 54.2 6 2861 10 4706 z 40.0
Regeives Medicaid 9 375 3 143{ 6 286{ 1 200
Housing
ApanmenvHouse by self 11 458 10 47.6) 12 57| 4 80.0
Public Housing/Shared Housing 4 16.7| 6 286| 6 286 0O 0.0
Recovery Home/Group Home/Shelter 9 375] 4 19.0] 3 143] 0 0.0
Unknown o 0.0 1 481 0 0.0 1 20.0
Self-Help (12-Step) Group Autendance 22 91.7] 14 66.7] 14 66.7| 4 800
DCFS Involvement . [} 0.0 1 4.8 2 9.6 o 0.0
(Detained or Amresied) 8 333] 5 428] 8 381] 0 o0
ATI Involvement 2 8.3 2 9.5 2 9.5 0 0.0
TOTAL INTERVIEWS 24 100%) 21 100%f 21 100%]| S5 100%
*By July 31, 1997 - NOTE: Clients may have multiple interviews. (For clients discharged by June 30, 1997, the 30 day
interview date would be by July 30 1997.)

11
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(3 Of the discharged clients, 11.4 percent self-reported drug or alcohol use since their discharge. An
additional 9.1 percent were reported “using” by friends and/or relatives. This represents the
minimum recidivism rate of 20.5 percent. However, if we assumed “all” unknown status clients
(22.7 percent) had recidivised, 43.2 percent would be the maximum drug/aicohol recidivism
proportion. The actual recidivism rate would, thus, be between 20.5 - 432 percent. [See
Evaluator’s Report Year 02, Table 54, p. 148.]

Estimated Maximum/Minimum Drug/Alcohol Recidivism of Athey Hall
Discharged Clients: Haymarket Center, April, 1996 - June, 1997
{interviewed by July 31, 1997).

Clien Jnierviewed N Rercent
Reports No Recidivism' 25 56.8%
Reports Alcobol Use? 02 04.5%
Reports Substapce Use' 01 82.3%
Reports Both® 01 02.3%
Reported use 1n Post 7/31/97 interview® . o1 02.3%

Client Not Inwrviewed
Reported Recidivism by Friend/Retative’ 04 09.1%
Recidivism Ynknown® 10 22.7%

TOTAL PISCHARGED*: 443 100.0%

2 L3

Maximum (all “Unknown” considered recidivised) 19 43.2%

Minimum (all “Unknown” considered NOT recidivised) 2 20.5%

“By June 30 1997

*Client reports nevef using alcobol or other substances since discbasge

*Client reports occasional use.

*F ive reports d d client “on the sireets” or “using.”

“No_post-discharge contact with client or_with clienl’s felativesifriends.

* ¥ ¥k ¥

12
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* Ak Kk K

*Butierty"™
Today.  fes! like a butterfly
flying high on my dreams
And flying free.
Flying high and flying low,
Today i feel
like a butterfly.
Beauty 1s mine.
Flying free and tull of color
This is how 1 feel today
About my self-esteem.
Like a
new butterfty coming out of
its cocoon full of Ite.
Bright and beautiful, tlyng
high and tlying free

"My Poem*™
Caterpillar creeping real smooth.
Take my time 1o make my move.

Go in carrying, hiding myself in my shell.
Wrapped in my own kfe. Keeping to myself.

Now, I'm spreading my wings.
Explormg on my journey.

* ¥ Kk ¥
*Poems by Athey Hall clients.
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REVIEW

Researching the spiritual dimensions of
alcohol and other drug problems

WILLIAM R. MIL1ER

Department of Psychology and Center on Alcoholism, Subsiance Abuse, and Addicrions
(CASAA), The University of New Mexico Albuguerque, New Mexico, USA

Abstract

Although religions have been far from silant on the use of prychoactive drugs, and spirituakty has long been
amphasized as an tmporiant faceor in recovery from addiction, surprisingly linde vesearch has explored the
relarionships between these two phenomena. Current findings indicate that spintual/religious involvement may
be an important prolective factor against alcohol/drug abuse. Individuals curvently suffering from these
problems are found 1o have a low level of religious involvement, and ipinitual (re)engagement appears to be
correlated with recovery. Reasons are explored for the lack of studics resting spimtual hypotheses, and
promising avenues for future research ore discussed Comgprehensive addictions research should include mor
only biomedical, psychological and socio-cultural factors but spiritual aspects of the individual as well.

Introduction

The history of alcohol and other drug use is
intertwined with spirituality and religion. The
use of spedific psychoacdve agents is proscribed
in certain religious traditions, end prescribed in
others. The influential Twelve-Step programs,
arising from Alcoholics Anoftymous and its prot-
estant roots (Kurez, 1979), have always undcr-
stood both the eriology of and recovery from
addiction in fundamenrtally spiritual terros, yet
surprisingly little empirical research has focused
on this aspect of addiction and its treamment.
This paper considers how spiritzal dimensions
are pcrunent to and proper subjects for addiction
rescarch. Althouph I have sought to take a
broadcr perspective, I must acknowiedge the
Christian culturc that has sheped my own under-
standing, and within which much of the cited
research has been conducted.

Spirituality versus religion

Science begins with definidon and observetion.
The concept of spirit is often defined in contrast
to marrer, and spiritusality in contrast with ma-
terialism. To speak of the spiritual is to refer wo
that which is manscendent or ranspersonal. De-
scriptively, this might be captured in the general
asserrion that “we have bodies; but we are not
our bodies”. Whether or not a scicntist person-
slly embraces this view, it is one that has cbarac-
terized most of humsakind throughout recorded
history, and as an actribute of humanity it is a
proper subject for scientific investigation (James,
1902).

An important distinction, passionately so in
some circles, is that between spidtuality and
religion. The following brief poinrs of differcn-
uation may be helpful.

(1) Spirituality is typically understood at the

Correspondence: William R. Miller, PhD, Department of Psychalogy, Uni

NM 87131-1161, USA.

Alk

ity of New Mexi querq

Submitted 1 0th July 1995; initial review completed 11th December 1995; final version acecpted 6th January 1998,

0965-2140/98/070979-12 $9.50 © Sociery for thz Study of Addiction ta Aleohol and Other Drugy

Carfax Publishing Limited



101

980 William R. Miller
level of the individual. As with personality,
there are nomothetic dimensions that can be
meaningfully compared across people, but
spiticuality is fundamentally an jdiographic
sspect of the person. Religion, in contrast, is
a social phenomenon, an organized strucrure
with many purposcs, one of which hmon-
cally has been the develop of gp -
ity in its members. Individuals nn, of
course, be characterized in terms of their
religiosity, the canent to which they are en-
gaged in religious belief and practice.
Spirituality, s we shall see, is very difficult
to delimit. By its focus on the transcendent,
it defies customary conceprual boundaries.
Religion, in conwsst, is defined by its
boundaries—by particular beliefs, practces,
forms of governance and rituals (Kurtz &
Ketcham, 1992). For this reason, religion
has been the easier of the two 1o define and
measure in operatonal terms.
It is conceivable that at least certain forms of
rcligion interfere with or distort onc’s spiri-
tuality. This has, in fact, been a warning in
some spiritual teachings. Spirirality may be
obscured, for cxample, when rirual, ruley
and practice beecome impormat in their own
rght and their purpose is forgotten.
Thought of in this way, the reladonship
between spiritual and religious variables is a
potcntial subject for cmpirical investgation.

@

3

A scientific definidon of spirituality must be one
that does not rely upon particular religious con-
texts, that is accessible and observable regardless
of one’s pcrsonal beliefs, and that can thereby be
used 1o characterize all people. Dichoromies
(such as whether a person is “spiritual” or not),
classificarion systems (e.p. spiritual, religious,
both, or neither) and single conninuous dimen-
sions {c.g. more versus less spiritual), while poss-
ible, all fall short in capruring the complexity of
this side of human nature.

Rather, spirituality is multi-dimensional. One
useful spproach is to think of it as & larent
construct, such as bealth, happincss or personal-
ity (Miller & Thoresen, 1998; Larson, 1998). Its
dimensions would include at least:

s overt behavior, such as religious and spiritual
practices;

» belief, as regards a dcity, interrelatedness of
living beings, soul or spint, and lifc beyond
material existence ctc.; snd

o expenience, such as mystical and convictional
experiences, screnity and oneness.

Although not widcly known in sciendfic cizcles,
there is a large and well-developed psychomerric
literarure on thc measurement of spiritua) and
religious constructs (Spilka, Hood & Gorsuch,
1985; Richards & Bergin, 1997). If the measure-
ment of spiritual constructs has been rarc in
addiction research, it is not for lack of reliable
insgumentation.

Rcligion and addictive behaviors

A Judso-Christian perspective

Although most modem drugs of abuse were un-
known 2t the time that Judeo—Christian scrip-
tures were writren, alcohol is the subject of some
clear biblical injuncrions. There is no blanket
condemnation of alcobol use in Jewish and
Christian scripture; on the contrary, the drinking
of wine is assumecd to be part of ordinary life and
is even commended. Central sacremental obser-
vances in both Judaism and Christianity involve
the use of wine. There is clcar and consistent
biblical denunciation, however, of drnkenness—
the use of alcohol in 3 manner that inflicts im-
pairment and harm. It is this excessive use of
alcohol, what we would roday call “abuse”, that
is denounced as sipful (Advisory Council on
Church and Socicty, 1986). If one extends these
reachings 10 the use of psychoactive drugs mose
generally, it is ar the point of inflicting harm or
risk of barmn on oneself or others that drug use
crosses over into the realm of sinfulness (Miller,
1995).

If sin is that which separates humanity from
God, these are biblical expressions of the same
idea underlying the ancient epithet spintus contra
spinitum, cited by Carl Jung in a lemer to Bill
Wilson, the co-founder of Alcoholics Anony-
mous Jung, 1961/1975). The fundamental idea
is that the abuse of alcohol, which interestingly
came to be called “spirits”, is in some manner
incompatible wnth spirituality. One drives our the
other. This understanding is fundamental within
the core writings of Alcoholics Anonymous (AA)
(AA, 1939; Kurz, 1979; Kurz & Ketcham,
1992). The essence of AA’s program is not the
discasc model with which it has so oftcn been
confused, but the understanding thar an al-
coholic’s best, if not only, hope for sobriery is
through rccognizing, appealing to, sccepting



102

help from and directing his or her lifc toward a
tanscendent higher power, referred to as “God”
in AA's Twelve Steps (Miller & Kurz, 1994).
These steps arc worked Dot just once as an act of
salvaton, but rather as an ongoing lifelong pro-
gram for living. Sobrtiety is similarly understood
in a spintual contcxt, as involving far more than
being abstinent, It is taken for granted within AA
that ane can be dry but not sober, the latter
baving 10 do with a spiriual maturiry thar in-
volves acccprance, humility and screnity. It is, in
AA’s understanding, spirituality thar finally and
reliably drives out the possessive spirits of addic-
ton. Although AA meetings vary in many ways,
one of the more reliable consistencics across
groups is the presence of this emphasis on spiri-
tuality as the road to new life (Montgomery,
Miller & Tonigan, 1993).

Looked at from the other direcrion, addiction
has been suggested as a useful metaphor for
understanding sin more generally (May, 1991).
Cusrent diagnostic concepts of addiction, which
focus on depcndence syndrome (Edwards &
Gross, 1976; American Psychiatric Assocjation,
1994), describe a phenomenon that slowly takes
over a person’s life, displacing all elsc. The ad-
dict’s time, resources and energies are gradually
focused more and more on acquiring, using and
recovering from drugs. Prior inrerests and actvi-
ties are progressively shunncd as drug use be-
comes the cenual and dominant object of
artention. Foraaking all clse, seemingly oblivious
to the detrimental consequences;, the addicr
walks a narrow path in search of euphoria and
oblivian, and is increasingly lost in drugs’ em-
brace. In sum, drugs come w0 occupy the pos-
ition of a higher power. In this scnse, addiction
is onc of the clesrest enduring models of idols-
try—giving to somcthing materia]l that which is
the rightful place of God. This is the other
meaning of spiritus conbra spirium: spirits (or,
more generally, drugs of abuse) drive out spiriru-
ality.

Other religious perspectives

Although research and writings on addiction
have often srisen from & Judeo—~Christian context
tud fs ambivalence toward psychoactive sub-
stances (Miikel, 1975), there is a great variety of
Petspcctives on drug use among world religions.
There is a large sociological and anthropological
litersture on the role of alcohol and other drugs
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in religious life. Few religions arc neurral on the
subject. Some, such as Fslam, strictly proseribe
any ingestion of aleohol and cerwain other drugs.
On the other hand, nsative American, Polynesian,
African and other indigenous religions have often
uscd hallucinogenic and other psychoactive sub-
stances (e.. peyore, khat, alcobol, tobacco and
hashish) as vchicles in the quest for spiritual
transcendence, and some religious are character-
ized as based on or inspired by drug use (Lyttle,
1988). There is, in short, a diversity of religious
understanding as 1o whether the sltcred states
induced by psychoactive drugs invoke, thresten,
or are irrclevant to personal spirituality, What is
of interest is that most religions infer some dircct
link between psychoactive substances and spirni-
tuality.

Spirituality and addicrion research

Given these long-standing connections between
religion and substance use, and the important
role of rcligious and spirirual perspectives in
shaping ar least western understandings of addic-
don, it is 0dd indeed that so lirtle rescarch has
been dcvoted to this interface (Miller, 1990). Ar
lesst four broad srcas of investigation suggest
themselves readily. Research has explored, and
could further clarify, the role of spiritual/religious
variables: (1) as nisk or protective factors for
submance use and problems; (2) as elements of
the coursc of addiction disorders; (3) as dcpen-
dent variables influenced by alcoholdrug use;
and (4) as comnponents of the recovery process.
These correspond roughly to the use of spiritual
conswucts and measures in regearch as predictor,
dependent, covariatc and independent variables.
Clear hypotheses can be derived and tested in
these areas, ing the rcliable m. 1ent
of spirirual variadles.

Spiritual protecnive and risk factors

There is strong cvidence that spiritual/religious
involvement is genoerally associated with de-
creased risk of alcohoVdrug usc, problems and
dependence. Data pertinent to this question have
often been gathered incidentally as a part of
larger survey resesrch. Reviews of this lrerarure
have concluded that religiously involved individ-
uals arc consistently lcss likely to use slcohol and
other drugs, and when they do 80 are less likely
to engage in heavy usc and suffer its adverse
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consequences (Gorsuch & Buder, 1976; Gan-
ner, Larson & Allen, 1991; Gorsuch, 1995; Lar-
son, 1998). This effect persisti even when
measures of spirirual/religious involvement have
been relstively crude (e.g. denominational
sflilistion). "Whenever zeligion i included in an
analysiy, it predicts those who have nor used an
illicit drug rcgardicss of whether the research is
conducted prospectively or retrospectively and
regardless of whether the religious variable is
defined in terms of membership, active partci-
pation, religious upbringing, or the meaningful-
ness of religion as viewed by the person”
(Gorsuch & Butler, 1976, p. 127).
laterestingly, there are substantive differences
smong religious denominstions in the nisk of
alcohol problcms (Mikela, 1975; Kocnig e al.,
1994). Those of Jewish faith are typically found
1o have relatively low rates of alcohol problems
and dependence, despite low rates of total ab-
stenton. Differences among US denominations
are sharpened when one considers the rate of
problems and dcpcndence among  cxrrent
drinkers. Given that onc is a drinker, the risk of
problems and dependence is highest among con-
setvative Protestant denominations, where absti-~
nence is the norm. Nevertheless, even in this
highest-risk pgroup, the risk for drinkers is only
40% of thet for drinkers with no religious
affiliadon (Hilton, 1991).

What are the actual protcctve mechanisms
involved in these relationships? Measurcs of re-
ligious involvement have often been coarse, pro-
viding litde information abour specific religious
belicfs, practices wnd contexts. Is the principled
avoidance of drugs a key fuctor? Is it the pres-
ence of social support for abstnence or moder-
aton? Does rcligious involvernent engage the
person in imc-occupying actvitcs that compete
with and are incompatible with drug use? Might
a life free of drug involvement be part of a larger
complex of prosocial values that are promorted by
religious affiliation? The cormrelation berween
spiritual/religious involvement and lower risk is
one of the more consistent (although scldom
tapght) findings of the addiction field, but causal
inferences cannot be drawn from current
findings. Investigstion of the reasons for this
relationship should be s high priority among
topics for research in this srea (Larson, 1998).

It follows that among religious varisbles are
also somc risk factors, associated with bucreased
risk of furure sub uze and probl From

the above evidence, 8 lack of religious involve-
ment is such a predictive factor. It may also be
that certain aspects of spirituality or religion are
linked to risk. Gorsuch (1995) has suggested that
one’s concept of God (a well-studied and
measurable phenomenon) may be linked to the
likelihood of substance abuse. Those with a
more wrathful, punitive conception of God may
be at higher risk for developing problems with
alcohol and other drugs. Individuals effiliared
with religious groups that show a higher inci-
dence of substance use and abuse would them-
sclves be expected to be at higher risk. Again, the
direction of causality is unclear. Modeling may
shape ardrudes and behaviors but, a5 in assorta-
tive mating, aduls also tend to affiliate with
groups thar more resemblc their own behavior
perterns.

Spintuality in the course of addiction
If spiritusl/rcligious involvement generally serves
as a protectve factor against substance sbuse,
and if spiritvality and the sbuse of spinits are
somehow incompatible then it follows logically
that individuals who arc. currently caught up in
addiction would be expected to be less spiritually
actve or religiously involved. This topic has scl-
dom been investigared, perhaps because of re-
maining echoes of a moralisdic modc) that
blames alcoholics or addicts for being morally
deficicnt. It is possible, however, 10 separate 8
spiritval model of addiction from moralistic
views (Miller & Kurtz, 1994; Miller & Hester,
1995). Spirirual variables can be undcrstood ay
putentisl determinants (or at least correlates) of
the course and severity of drug problems, much
like more cc ly di 4 eriologic factors
such as physiclogical, genetic, psychological,
family and socio-cultural influences. People with
alcohol and other drug problems sre commonly
found to bc alto impaired on cognitive, psycho-
logical, medical and social dimcnsions. How do
they fare on measures of splrirual dimensions?

In gencral, alcohol/drug problems are sssoci-
ated with a current lack of religious affiliation
and involvement (Walters, 1957; Larson &
Wilson, 1980; Hilton, 1991). Women who are
partens of alcoholic men also report themselves
to be substentially less religious in both amirude
and behavior (Ichiyama & ak, 1995).

Religious involvement, however, is only onc
dimension of spirituality. It would be of intercst
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to nudy more general apiritual aspecrs of the
course of addictions. Ir is possibie, for example,
that @ lack of religious involvement is irrclevant
10 visk or coursc given other forms of active
spirituality. The practice of transcendental medi-
tation is associated with lower ritk, and may be
beneficial in recovery (Aron & Arom, 1980).
Lower risk of alcohol use disorders has been
sssociated with private practices of prayer and
scripture reading (Koenig e al, 1994). A more
generic spiritual dimension that has been re-
scarched in the addiction field is the sensc of
meaning in life, particularly using the Purpose in
Life scele (PIL; Crumbaugh & Maholick, 1964).
More than a dozen studics have found thart al-
cohol/drug sbuse is associated with a lack of
sense of meaning in life, relative to nommal sam-
pies (Crumbaugh & Maholick, 1969; Black,
1991).

The longimdina! protective relationship be-
tween rcligious invelvernent and substance abuse
may or may not hold once problems are cstab-
lished, Within a group already impaired by al-
cohol, there may be no swong reladonship
berween religious invojvement and problem
severity (Mookherjee, 1986). We recently exam-
ined this relatonship in e large clinicsl sample
{Project MATCH Research Group, 1997), com-
paring two summary scores from the Religious
Background and Bchavior scale (RRB; Conaors,
Tonigan & Millcr, 1996) with 16 measures of
severity of drug use, alcohal consumption, prob-
\cms and dependence, We found the RBB scale
total to be normally distributed within this sam-
ple, and ¢ have excellent test-rerest reliabilicy.
Although the correlations gencrally reflected a
modest ssgociation berween higher religiouy/
spiritual involvement and better outcomes, none
exceedcd r=0.15. Ope obvious explanaton for
why relarionships would be found in a general
population but not within clinical samples is the
resicted range of the latter, wimilar to the
difficulty of predicting graduate school grades
from spritude scores.

In any event, spiritusl vanables can be in-
duded in studies of the course of sddictions,
Indeed, the US Joint Commission on the Ac-
creditation of Healthcure Organizations has rec-
ommended and required the i ment
of spirituality in the delivery of health care. Spiri-
tual aspects of health may be helpful in under-
sanding, asd uhimarely in facilitating, the
Process. of recovery.
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Alcohol/drug wse and spieiuality

Because the observed refationship berween spini-
tuslity and wddictive behaviours is correlational,
ceusality may flow in either, both or neither
dircction. The excessive use of certain psychonc-
tive drugs may exert detrimental effects on spin-
tuality, as it does on physicsl and psychological
health. k must be remembered here, 100, that
certain drugs have sacred uses, and ere uscd
within some religions ro facilitare decper spiritu-~
ality.

Relatively linde research has explored psycho-
logical factors or interventions thatr facilitate
spiritaal wellbeing (Ellison & Smith, 1991; Mar-
tin, 19908). Study designs (such as cross-lagged
correladonal analyses in longitudingl research)
are available for untangling whether prediction is
stronger from spiritual factors (at Time 1) to
slcohol/drug varisbles (at Time 2}, of from al-
cohol/drug facrors 1o subscquent spiritual vari-
sbles. The dictum spiritus conira spintem suggests
that both paths may be important.

Spiritual correlates and mechanisms of recovery

I religious involvement is & protective factor,
and if current substance abuse is associared
with a lack of spiritual/religious involvement,
do spirituglly focused interventions promote
recovery fromn sicoholdrug problems? Many
have maintained that a spiritvual focus repre-
sents an important route o recovery (Alcoholics
Ancnymous, 1939; Clinebell, 1956, 1963).
Although some havc emphasized “getting
religion” ss s cure, spirimal approsches have
vsually focused on broader issues of meaning
and character,

‘There is limited empirical evidence at present
for » predictive relatonship of spirituality
recovery. Research could clarify whether particu-
lar spiritusl aciivities are particularly predictive
of better outcomes. Certainly 8 promising place
10 study spirituality in the recovery process is
within Twelve-Step fellowships such as AA (Mc-
Crady & Miller, 1991). Corringron (1989), for
example, found that among AA members spixitu-
ality, ss measured by Whitfield’s (1984) Spirirual
Sclf Assessment Scale, was predictive of life sat~
isfacon. This relstdonship was independent of
the length of involvement in AA. AA anendance
is often found to be modestly predictve of better
trestment outcomes (Emrick ¢ al., 1993). In ong
study (Montgomery, Miller & Tonigan, 1995),
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we found that drinking outcomes wers unrelated
1o the extent to which clients actended AA after
treatment. When we measured the extent to
which clicots had become muolved in AA, how-
ever, s significant relationship emerged. Those
who wcre more involved in working program
steps and in AA-recommended activities were
more likely to be abstinent.

To date, only a few systematic evaluadons have
focused on the application of specific spititually
derived stratcgies as an aid to recovery. Meditation
of various kinds has been found 0 be helpful in
health promotion (Martin & Carlson, 1988), and
has been applied in the prevention and trestment
of addictive behaviors (e.g. Marlart & Marques,
1977; Aron & Aron, 1980). The only conuolled
trial 1o dare, however, found no specific effect of
meditation on alcchol consumption of heavy
drinkers (Murpby, Pagano & Marlat, 1986).

Building on an already large literature (Finpey
& Maloney, 1985; Dosscy, 1993), Walker and
his colleagues (1997) conducted the first double-
blind randomized trial of intercessory prayer for
alcoholics in treatrnent. No beneficial cffect was
observed but an uncxpecred finding, if rcplica-
ble, bears better understanding. Clients who re-
ported, before trcatment, that they were aware of
someone already praying for them, also showed
higher lcvels of continued drinking at 6-month-
follow-up. The use of prayer by clients them-
sclves, bhowever, was associated with better
ourcomes.

Project MATCH (1993) i certainly the
largest randomized trial of a spiritually based
treatment. Its Twelve-Step facilitaton therapy
(TSF; Nowinski, Baker & Carroll, 1992) was
comparcd with cognitive-behavioral skill wraining
and with motvational cnhancement thempy.
The TSF rreatment was spccifically designed to
engage clients actvely in AA and w help them
work through the first few steps of AA’s spiritual
program. Clicnts assigned to TSF farcd ar least
as well as those in the other two treatment
conditions, and on measures of complere absti-
nence showed significantly bemer outcomes
(Project MATCH Research Group, 1997).
Across sll trcatment groups, both AA involve-
ment snd rcligious/spiritual involvement were
found to be modesdy and positively related to
outcormes.

Religious practices and recovery
As there can be religious overtones 1o how one

understands the namre of drug use and prob-
lems, rcligious practices have slso been invoked
in the search for healing of addictions. The word
“healing” is used here as a brosder texm than
“treatment”, which the i jonal ap-
plication of technological procedures. Healing
connotes the broader context of recovery, which
extends well beyond formal weatment.

If there are spiritual aspects to the problem,
then spirituality may also haold part of the sol-
ution (AA, 1939). Indeed, spiritually and re-
ligionsly bascd practices have been used to
address alcohol and other drug problems.
There is s literature o the practice of wranscen-
dental meditation in the prevention and treat-
ment of addictive behaviors (Aron & Aron,
1980; Murlatt & Gordon, 1998). In the United
Stutes, cxplicitly Christian recovery programs:
have been offered by groups including the Sal-
vation Army and Teen Challenge, among oth-
ers. In Natve American religion, peyore has
been used to west alcohol dependence (Al-
baugh & Anderson, 1974). The Twelve Steps
of AA explicitly include gaining awareness of 8
“higher power” beyond oneself, mming over
one’s will to and asking for help from the higher
power, confessing and making amends for
wrongs, practising prayer and meditation and
secking to conform oneself to the will of the
higher power.

To what extent arc changes in spiritual vari-
ables important markers or components of re-
covery? From 3ome perspectives, spintual
development it a sine qua non of stable sobricty
(AA, 1939). Brown & Peterson (1990b) found
marked shifts in clients’ reported valucs before
versus after alcobolism treatment, and specu-
lated that a reprioritizing proccss may be part of
stable sobriery. Just as spiritualrcligious vari-
ables appesr to be protecuve factors against the
development of substance use disorders, they
may also mark or facilitate the process of recov-
ery (Muffler, Langrod & Larson, 1992). Wcll-
designed research hes only begun to explore this
domain.

Anocther phenomenon worthy of exploration is
the kind of sudden and dramavic wansformation
thut began Bill Wilsan’s own sobriety (Kurrz,
1979). Remospective histories of recovery not
infrequently include critical incidents that may
‘be characterized as or likened to spiritual conver-
sion experiences (c.g. Tuchfcld, 1981; Edwards,
Oppenheimer & Taylor, 1992). Barlow, Abel &
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Blanchard (1977) documented in detail the case
of & transsexus! male who underwent compre-
bensive and cnduring gender identity change
following two sessions of prayer, changes thet
normally require 8 year or more of intensive
aeatment if they occur ar all. We have termed
these “quantum change™ experiences, in which a
personzlity is permanently turned upside down,
usually for the better, in & matter of minutes or
bours. Such sudden and major turning points arc
well worth understanding, and may hold some
keys to spiritual processes that can operate in life
gansformadon (Miller & C'de Bacs, 1994). 1
suspect that the underlying processes are linked
in some way to the consistent behavior changes
that sre obscrved following brief motivaton-
focuscd treatments (Miller & Rollnick, 1991;
Bicn, Miller & Tonigan, 1993).

Barriers to research on spirituality and ad-
diction

Given the long history and common association
of spirituality and addicrion, why has research on
this relationship been so sparse? In studics of
treatment, spiritual variables are seldom even
measurcd. Those who have written most
prolifically sbout spiritual aspects of addicton
(e.g. Clinebell, 1956; Kurzz, 1979; Brown, Pe-
terson & Cunningham, 1988; May 1991) have
rarcly submirted their assertons to scientific
verification, Most productive treatment res
searchery, who commit their lives to sciendfic
investigaton of wherupeutic processes sud our-
comes, scem rarely 10 have considered spirirual-
ity as 8 dimension worthy of investigaton. The
growing interdisciplinary biopsychosocial per-
spective spans physical, psychological, interper-
sonal, financial, legal, sexual, emotional, social,
vocatonsl and, morc recendy, quality-oflife
aspects of adjusument, but virtually no consider-
ation has been given ro spirituality. There ure no
spirityal adjustment scales on the instruments
designed to be broad evaluatons of teatment
outcome, such as the Addicdon Severity Index
(McLellan o2 ol, 1990) the Comprehensive
Drinker Profile (Miller & Marlatt, 1984) or the
Alcohol Use Inventory (Hom, Wanberg & Fos-
tes, 1987).

What have been the barriers to rescarch on
spirituality and. addicdons? Relative to the gen-
eral ppuladon, religious beliefs and valucs are
dramarically undee-represented among US men-
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tal health professionals in general and among
psychologists in pardcular, who conduct much of
the trcatment outcome research on alcohol/drug
problems (Bergin, 1980; Bergin & Jenscn, 1994;
Shafranske, 1996). The typical training of re-
searchers such as psychologists is at best devoid
of considerarion of spiritua! issues (Clement,
1978), and most scicntsts consequently leck the
knowlcdge base and tools needed to study spiri-
tusl variables even if they had thc urge. Mcan-
while, those in the addictions field who have
been most expert and interested in spirituality
appear 1o have Jacked the training, inclination or
resources to pursue cmpincal resesrch on their
passion. There are, 1 believe, some important
steps that could be taken to facilitate the design
and conduct of such research.

Overcoming barriers

First, 1 would argue that we do nor nsed any
more specialty journals in this area. There are
glready many addiction joumals {Arciniega &
Miller, 1997) and a number of wcll-cstablished
journals publishing research ot the interface of
spinituality and mental health, including the
Journal of Ministry in Addiction and Recouvery.
Continuing to publish rescarch in specialized
spiritually orientsted publications with limited
readership is preaching to the choir. The choir is
8 vocal but smsll part of any congregation. I
would urge instcad that well-designed research
linking spirituality and addictions (or mental
health issues more penerally) should be peer-
revicwed and published in mainstream scientific
journals.

Sccondly, | believe thst it is impormnt for
scientists interested in this area to communicate
and cooperstc with one another. An excellent
headstart ip this direction occurred with the con-
vening of several expert panels of scenvists to
develop consensus statcments regarding past and
futurc research on spirituality and health (Miller
& Bennert, 1997; Laryon, 1998). There are also
opportunities through professionsl organizavions,
some of which have special divisions or interest
groups focused on epiritusl/religions issues (e.g.
Division 36 of the American Psychologicul As-
suciation, and the Association for the Advance-
ment of Behavior Therapy special interost group
on “Spiritual and Religious Issues in Behavior
Change™). Such groups can work together cre-
atvcly 1o conceive and design high~quality re-
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search on the rule of spiritualiry in reatment and
healing.

We also need to address the facr thar the
diversity taining of psychological end medical
researchers typically includes mo serious con-
sideration of spiritual and religious issues, de-
spite the presence of a large volume of studies
showing positive relationships between religious
involvement and health (Bergin, 1983; Larson
al, 1986, 1992; Levin & Vapderpoo), 1987;
Levin, 1994; Gorsuch, 1995; Larson, 1998). If
we do not train future scientists to think abour
spiritual issucs—or worse, if we teach them nor
to think about such martters because they are
“unscientific"—we will perperuate the currcnt
paucity of quality research on spiritual issues in
recovery. Psychologists are the presumed experts
on measuremnent of human behavior, but most
have no ides how to measurc spiritual con-
structs. Excellent training resources are begin-
ning to appear thar can be incorporated into
professiopal treining (e.g. Matthews, Larson &
Barry, 1993; Shafranske, 1996; Richards &
Bergin, 1997; Pargament, 1998).

It would be more generally useful 1o come to
some consensus about the mosr imporant di-
mensions to measure when onc wants to assess
spirituslity within clinical rescarch. Some scales
that purpoft to messure spirimality have many
diverse elements. Whitfield’s (1984) spirituality
scale, for example, included items such as “T am
honest with myself?, “] feel sexually fulfilled”

"and “T exercise regularly”. It is not surprising,
then, that Corrington (1979) would find that this
“spirituality™ scale is corrclated with life satisfac-
tion. Factorially sound measures of spirituality
exist and merit inclusion in broader clinical re-
search (Spilka er al,, 1985; Shafranske, 1996).
Onc thing that does scem clear is that spirituality
is muit-dimensional (Larson, 1998). Efforts to
measure even the more limited concept of reli-
giosity or religious involvermnent have consistently
pointed to multiple, relstively orthogonal factors
(King, 1967; Hilty, 1988; Richards & Bergin,
1997).

Perhaps the most important thing we can do
to promote research on spinituality, however, is
to devclop and contribute strong scicnce in this
area. One small bur useful step in this dircction
is to begin including spiritual dependent and
predicior variables in mainstream clinical re-
scarch (Miller & Martio, 1988; Benner, 1991).
This is already beginning to happen in the addic-

tion ficld. Project MATCH (1993, 1997), for
example, included severa] spiritual measures as
well at onc explicitly spiritasl ircaument con-
didon (Nowinski « al, 1992). Onc way to over-
come the current state of affairs that excludes
spiritual variables from biopsychosocial research
is simply to begin messuring relevant dimensions
as part of larger ongoing lines of research. My
hope, however, is that spirituality will increas-
ingly become the cemtral subject of new lines of
research. ’

Promising dircctions
Finally, I would like to point to a few topics that
seemn to me promising avenues for future re-
search on spitituality and addictions. One tried
and true principle is thst if you want to study 2
phenomenon, go to where it is bappening. In the
addiction field, this censinly points one in the
direction of AA. Dcspite some stercotypes, there
is no prohibition against research within AA. In
fact, AA has an officis]l memo written by Bill
Wilson encouraging members 1o cooperate with
researchers, and many types of studies are poss-
ible (McCrady & Miller 1993). AA is so preva-
lent thet clinical research fs imperiled if AA
involvement is not considered as @ factor in
weamnent outcome, yct this is 8 very limited way
of thinking—10 view AA s a source of noise 1o
be eliminated. The seldom-accepted challenge is
1o try to “hear the noise” (Edwards er al, 1992),
and understand the extra-trearment processes
thar affect recovery. It would be useful to under-
stand the spintual variables, the processes that
predict recovery and responsec to trestment.
Viewed in this way, AA points us toward some
specific “active ingredients” that may play a key
role in recovery. These are traits more often
thought of as character rather than as personal-
ity. Although these themes can be undcerstood
from a psychological perspective, they have often
been overlooked by researchers and have more
frequently been the province of spiritual profes-
sionals. One such theme Jong emphasized by AA
(1939) is acceprance, which represcnts a concep-
rual opposite of trying to take charge snd conrrol
(Baugh, 1988; Hayes et al,, 1995). It is a long-
recognized spiritusl paradox thet P e of
the present opens the door to change, Carl
Rogers (1957) discussed acceptance of the cli-
ent's (and of one’s own) present cxperience as a
necessary condition for change. Morc recenty,
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Marlarr (1995) has commended an accepting
ruther than controlling style as oprimal for man-
aging addictions. There is now persuasive evi-
dence that san accepting, empsthic helping syle
significantly promotes recovery (Miller, Taylor &
West, 1980; Valle, 1981; cf. Miller & Rollnick,
1991).

In relaton to this, the virtue of humidisy bas
been central in AA’s understanding of the pro-
cess of recovery (Kurz & Ketcham, 1992). At
the other exireme, self-absorprion and sn exag-
geruted need for contro!l arc health risk factors
(Martin & Carlson, 1988). How docs one mea-
surc humility? Probably not by asking people
whether they have it!

The practice of forgivencys is associated with
higher life satisfaction in genersl, and with rc-
ligious involvement in particular (Poloma &
Gallup, 1991), and is » concept with substantial
therapeutic potential (Richards & Poms, 1995).
Jts opposites—resentment, impatience, aid hos=
tilicy—have been wnversely associated with health
(Johnson, 1990), and arc frequenty wamed
against az obstacles to recovery. Forgiveness
sometimes figures prominenty in stories of re-
covery (e.g. H. & McPeek, 1988), and is a
lictle-studied process well worth studying more
carefully.

Thesc processes lead us back to the possibility
of integrating spiritual themes and approaches in
professional treamment. Rebecca Propst (1980,
1992) has demonstrared in well-controlled trials
that incorporation of the clicnt’s spiritual themes
into treatment can significantly increase the
<fficacy of cognitive therapy for depression. For
religiously orientared people, in fact, foilure to
take spiritual material into consideration could
be a significant obstscle to change (Milicr,
1988). In this regard, it would also be helpful w0
know more about how specific spirftual dimen-
sions, such as one’s concepr of God, affect trear-
ment and recovery (of. Miller & Thoresen, 1998;
Gorsuch, 1995).

A further step is to test teaunent methods
that are explicitly spiritual and meaning-fo-
cused, As described above, randomized tials
have already tested meditation, praver and a2
treatment designed to involve the client in the
Twelve Steps. Brown & Peterson (1990a) have
described 8 value-bascd and testable weatmenr
model for addictions. They have also described
the rypes of changes in values that arc associarcd
with  recovery (Brown & Percrson, 1990b),
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which in many ways reserabdle the valuc shifis
thar we have reported to be associsicd with
quanrum changes more generaily (Miller & C'de
Baca, 1994).

When venturing into research on spirituality,
of course, one is not without cridcs. Seculac
colleagues may aver that these are pot proper
topics for profcssional treatment or scientific
invcsnigation. Rcligious observers may be
equally appalled at such research, persuaded
thav it is inappropriate 10 try to view spiriruality
through scientific lenses. There arc those who,
for either of these or other reasons, provest thar
public funds should never be used o evaluare
spiritually rooted treauments. However, there is
no reason why an endre class of potential heal-
ing agents must be excluded from scientific in-
vesugadon. The whole enterprise that is now
psychotherapy was, not long ago, almost exclu-
sively the province of clergy (Pattson, 1978).
The compassionste mission of healing is surely
our common and most important professional
purpose. For as long as history has been
tecorded, people have found spirituality vo be 2
significant source of healing. A large proportion
of peaple condnue to find spiritualiry, including
religious involvernent, to be an important source
of meaning und sustenance. Simply to ignore a
major potential source of hcaling violates both
scentific curionity and professional responsi-
bility. It is tme 1o question and reverse the
assumption that spinitual variables are taboo far
scientists and therspists, or that scientfic meth-
ods cannot possibly shed light on spirituality.
Similar mystery once surrounded psychotherapy
{and stll does for some) in the belief that its art
was so complex and its outcomes so subtle and
sublimc as 1o elude the scientific method, Psy-
chotherapy research now fills journals and is &
specialcy in itself, We routinely address and inte-
grate the bivlogical, psychological and social
aspects of addiction and other mental health
problems. Why not move toward models of
health and weaunent that include the spiritual
side of humanity as well?
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Batemnan, Nils 1.//Peterson, David M.
Variables related to outcome of treatment for hospitalized alcoholics
International Journal of the Addictions
June 1971
6
2
215-224
Cited by Bebbington as finding 'that prior (and by implication, failed) attendance at AA has been
a predictor of success for subsequent programmes.
Investigates ‘non-clinical factors' at a state rehab center in the U.S. South; weekly AA meetings
were provided for the patients. Main variables = a previous history of regular attendance at AA,
mother deceased, and for those with mothers living, contact less frequently than monthly.'

Fagan, R. W.//Mauss, A L.
Social margin and social reentry: An evaluation of a rehabilitation program for skid row alcoholics
Journal of Studies ¢ Alcohol
1986
47
413-425
{Pisani et al.}: demonstrated that patients who attend more AA meetings in the early months
following discharge fare much better with respect to abstinence.

Erickson, L.//Stout, §. K.//Williams, J. M.
Comparison of the Importance of Alcoholics Anonymous and Outpatient Counseling to
Maintenance of Sobriety Among Alcohol Abusers

Psychological Reports
1986
58
3
803-806

[NCADI]: Alcoholics' self-reported rating of the importance of AA to maintenance of sobriety
was assessed. Thirly-six individuals, 24 men and 12 women, ranging in age from 19 to 61 years,
who were enrolled in the alcoholism rehabilitation program in the State of New York, volunteered
to participate in the study. They drank 5 to 15 drinks a day during a one month period
immediately prior to becoming sober and their drinking histories ranged from 2 to 11 years. AA
was rated significantly higher in importance to maintenance of sobriety by participants with above
median days (160 days) of sobriety than those with below median days of sobriety or than
outpatient counseling by those with below or above median days of sobriety. A significant,
positive correlation of 0.79 between attendance at AA and days of sobriety was found. It is
suggested, however, that more direct evaluation of the role of AA in promoting sobricty is needed
before firm conclusions can be drawn. The authors cite 18 references.
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McTimoney, D.C.//Campbell, E.S.//Cooper, R.H.
Factors Influencing A.A. and Treatment Outcome: A Descriptive Paper

(Presented at the 2nd Annual Meeting of the Special Interest Group on Program Evaluation,
Canadian Addiction Foundation, Regina, SASK, Canada, September 8-9, 1982)

The results of a times series evaluation of alcoholic clients treated at the Alcoholism & Drugs
Dependency Commision of New Brunswick, Canada, facilities to determine whether there are
differences between clients who affiliated with Alcoholics Anonymous and those who do not join
AA. Clients were interviewed at bascline, 3, 6, & 12 months. It was found that: (1)at 12
months, a higher proportion (56%) of AA affiliates were married, and better than one-half
reporied active religious participation, compared to 16% of non-AA’s; (2) & higher proportion of
AA's than non-AA’s reported a job was their major means of financial support; (3) at baseline,
one-third of AA's reported having a job, while one-half reported having a job at 12 months; (4)
drinking every day declined over time for both groups, with AA's reporting a smaller proportion
of daily drinkers (10%) than did the non-AA's (21%); although drug use declined over time for
both groups, a higher proportion of AA's continue to use drugs other than alcohol. In summary,
this study obviously makes the point it's better 10 be in AA than not.

Morgan, Oliver J.

Extended Length Sobricty: The Missing Variable
Alcoholism Treatment Quarterly

1995

12

1
59-71

[EK}: After noting, and somewhat revicwing, how the literature on recvoery gives scant
attention to recovery over the long-term, suggests the benefits of such research and outlines an
ongoing exploratory project which utilizes this variable.

1 have been unable to find a single research study that gives sustained attention to
extended-length-of-continuous-and-abstinent-sobriety as a primary variable for research, despite
titles that might indicate otherwise.'

Under "Re-Visioning of Self: "Without exception these persons portray degradation and loss of
self as a crucial theme in undersianding their life stories.’

Under Re-Visionion of Life-Context': "The lives of these persons are grounded in confidence
about the ongoing care of their Higher Power. That is, they experience and expect that their lives
are enfolded by care; they understand their lives as secured and guided by ‘providence.” They
experience ‘miracles; happening in their lives and expect that ‘coincidenccs’ are no longer
coincidental. They expect good things to happen for themselves and those they love even inthe
midst of hardship. These are core beliefs that support them in good times and sustain them in
hard times. This way of construing their lives is a central theme in successful, long-term recovery
experience.’

“This research in progress indicates that the important factors in the development of recovery
over time include cognitive and attitudinal re-visioning both of self and life-context, and
behavioral restructuring of lifestyle.’



114

Page 3 of 10

Vaillant, George E.

‘What Can Long-term Follow-up Teach Us About Relapse and Prevention of Relapse in
Addiction?

British Journal of Addiction - 1988

83 (10)

1147-1157

{Journal]: Reviews the treatment history of 100 hospital-treated heroin addicts and 100
hospital-treated alcohol-dependent individuals. The two cohorts were prospectively followed for
20 and 12 years respectively and factors related to relapse and freedom from relapse were sought.
Premorbid social stability, especially stable employment history, proved a more effective predictor
of long-term outcome than the severity or chronicity of addiction. Inpatient treatment exerted
little effect on long-termicourse. For both samples, ericountering one or more of the following --
community compulsory superivison, a substitute dependence, new relationships, and inspirational
group membership -- appeared associated with freedom from relapse. The challenge of
preventing relapse in diabetes is offered as a useful analogy for preventing relapse in the
addictions.

[Text]): Within 2 years after leaving the hospital 95% of both groups of patients had relapsed.
But if 95% of the alcoholics relapsed 10 alcohol dependence -- a criterion often used to indicate
treatment failure -- at some point 59% of the same 100 patients achieved at least 6 months of
abstinence -- a criterion often used to indicate recovery. Thus, a majority of our alcoholics could
have been classified as both treatment successes and treatment failures. To clarity such confision
the dimension of time must be attended to.

"During recovery it is probably valuable for alcoholics to form bonds with people they have not
hurt in the past. In this regard an AA sponsor of a new $pouse may be more useful than the
dyadic relationship with a long-suffering famity member, which must repeatedly re-awaken old
guilts and old angers -- conditioned reinforcers of alcohol use.'

Table 7 illustrates that the strong association of AA utilization with remission . . . cannot be
attributed to premorbid social stability (as 1975 studies by Baekeland et al. and Costello
suggested). Frequent AA attendance may have played a causal role in both social and clinical
improvement.' Suggests viewing AA in terms of Jerome Frank's Persuasion and Healing.

[Conclusion]: We must cease to conceptualize drug addiction-as a more or-less conscious use of-
an active drug in order to provide either emotional solace or exquisite self indulgence. If instead
we conceive of drug addiction as a whole constellation of conditioned, unconscious behaviours,
then the relative success of parole, methadone maintenance and AA over conventional
intervention begins to make sense. These community interventions serve to impose a structure on
the addict's life. This structure interferes with drug-seeking behaviour based upon conditioned
withdrawal symptoms and upon conditioned reinforcers like the ritual of ‘belting up,’ the
friendship of hard drinking friends and the experience of purposefu} behaviorus that precedes
self-medication.

All this important in light of controlled studies and literature reviews that suggest that prolonged
2- to 4-week inpatient treatment of alcohooism achieves results no better than those obtained by
outpatient treatment advice or brief detoxification. The goal of treatment is not detoxification but
prevention of relapse.
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Gorsuch, Richard L.

Assessing Spiritual Variables in Alcoholics Anonymous Research

in

McCrady, Barbara S.//Miller, William R.

eds.

Research on Alcoholics Anonymous: Opportunities and Alternatives
New Brunswick, NJ

Rutgers Center of Alcohol Studies

1993

301-318

301: Despite the importance of spirituality in AA's 12 steps, addiction research has seldom
measured spirituality [!]. The purpose of this chapter is first to examine several definitions-of
spirituality that might be important for measuring this facet of AA. The empirical relationships of
these measures to alcoho! abuse will then be summarized and the theoretical relationship of
spirituality to addiction and AA will be explored from a psychological perspective. Finally, a
methodological point will be made that is essential if spirituality as an intervention is to be
properly evaluate.

302: The most prominent tradition of measurement in the psychology of religion has been
that of the intrinsic/extrinsic (I/E) motivation distinction introduced by Allport and reviewed by
Donahue. Intrinsicness is defined as being religious for the sake of being religious and not to
fulfill any other need or value. Extrinsicness is defined as being religious for some other reason,
such as to develop social relationships or to gain personal comfort in a time of crisis.

302: Another popular way of measuring religious commitment and by implication spmtuahty
is to ask for reported behaviors.

304 [after much on questions involving "religion”): Spirituality as a term is, however, uscd in
a considerably broader sense than that discussed so far. Spirituality in this sense appears to be
referring to people who are concerned with metaphysical issues as well as their daytoday lives. It
need have no belief in God. Little rescarch has been done with this construct and so there is no
real tradition of measurement with it.

304: Berenson suggests that "spirituality, as opposed to religion, connotes a direct, personal
experience of the sacred unmediated by particular belief systems prescribed by dogma or by
hierarchical structure of priests, ministers, rabbis, or gurus.” {Oh?! Seems to tell more of B's
biases than of spirituality and what is the evidence?] While this is idealistic no experience is
uninfluenced by one's past, personal belief systems, and expectancies it does clearly [?!] recognize
a transcendent element not tied to one particular religion. This distinction does have an operation
measure already in existence: Hood's scales of mystical experience. [Is it fair, accurate, to equate
"spiritual” with "mystical*? cf. McGinn?]

309f Under heading "Possible Roles of Spiritual Factors in Alcoholics Anonymous":

* Alcobolism as the Failure of Spirituality.”

309: "... it is conclusive that the classical religions of our culture Catholic, Jewish, and
Protestant havc been a major bulwark against alcohol abuse.”

313: When [spirituality] has been studied, the operational definitions have made [it] so broad
that the transcendent aspect has been ignored despite AA's focus on a higher power.
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313: The distinction between religious institutions and spirituality does, however, seem to be
oversimplified. Every human institution including treatment programs for alcoholics falls short of
its ideologies. But the implication that imperfect religious institutions and their representatives
are not helpful in treating alcoholics may be shortsighted. . . .

313-314: It seems to me that the split between religion and spirituality has at least two bases.
The first basis is that AA is, of course, nondoctrinal. Being nondoctrinal should mean, in terms of
AA and spirituality in the 12 steps, that the emphasis is place upon getting in touch with one’s
own spiritual roots in the tradition of one's choice. Second, AA attracts people for whom the
classical religious institutions have not had the impact they have had with other people.

315-316: Note that must investigate changes in spiritual practice, efc., in sobriety.

[Author]: Despite the importance of spirituality in AA's 12 steps, addiction research has seldom
measured spirituality. The purpose of this chapter is first to examine several definitions of
spirituality that might be important for measuring this facet of AA. The empirical relationships of
these measures {o alcohol abuse will then be summarized and the theoretical relationship of
spirftuality to addiction and AA will be explored from a psychological perspective. Finally, a
methodological point will be made that is essential if spirituality as an intervention is to be
properly evaluated.

Humphreys, Keith

Psychotherapy and the Twelve-Step Approach for Substance Abusers: The Limits of Integration
Psychotherapy )

Summer 1993

30

2

207-213

4: Distinguishes between "helping strategies the techniques a helper (professional or
otherwise) employs to facilitate the resolution of problems” and “helping values deal with
existential issues,” shape the answers to questions such as "What should a person optimally be?”
and "Why should we help others? While helping values are not always articulated, they are
always present in the therapeutic endeavor.

5: The helping strategies of twelve step groups can be incorporated into professional
psychotherapy without any loss of integrity, while twelve step heiping values usually cannot.

7: The helping values of followers of twelve step philosophy conflict with those of
professional psychotherapists in a number of areas. [Looks at: Indigenous vs. Professional
Leadership; (8) SelfAbascment vs. SelfEnhancement; (10) Experiential vs. Professional
Knowledge; (11) Spiritual Enthusiasm vs. Spiritual Skepticism; (11) Free vs. Fee;

9: Most psychotherapists would agree that it is psychologically healthy for a substance
abuser to accept that some things are beyond his control, particularly if he is extremely
perfectionistic, anxious, or compulsive. Both therapists and twelve step group members see
acknowledging the limits of human control as beneficial, but twelve step members see those limits
as far more pervasive and impenetrable than do most professional helpers.
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13: When fundamental value differences between communities arise, there is a tendency to
assume that one group is necessarily inferior and that integration must occur to minimize the
differences or to secure the triumph of one community over the other. I recommend an
alternative perspective: vive la differance! The continued existence of psychotherapy and twelve
step groups is strong evidence that each appeal to large numbers of people who have substance
abuse problems. Eliminating the differences, even if it were possible, would only serve to reduce
the choices for persons in need of aid.

13: Three principles should guide interactions between the twelve step and professional
communities: autonomy, mutual respect, and cooperation.

14: One of the most basic features of any group of people that excludes others is language,
and both twelve step organizations and therapists have mysterious argots that they use to describe
substance abuse problems. Cooperation between the two parties would be enhanced if both took
the time to learn, and to teach, their way of describing their constructions of reality. It is
important that these exchanges be respectful, and not result in one language being understood as
more basic than the other (i.e., "What you describe as your internal tapes is really your
superego”).

[PSYC]): Argues that while there is potential for successful blending of 12-step approaches and
psychotherapies for chemical dependency at the level of helping strategies/techniques, some basic
differences in values and philosophy will make it impossible to ever fully integrate the 2
approaches without compromising one or the other approach. Some of the differences between
the 2 approaches involve leadership (indigenous vs professional), individual control (increasing vs
decreasing), and spirituality (ephanced vs decreased). Given that psychotherapy and the 12-step
approach must remain largely independent, a model for interactions based on mutual respect,
independent control, and cooperation is suggested.

{Author]: While there is potential for successful blending of twelve step approaches and
psychotherapies for chemical dependency at the level of helping strategies/techniques, some basic
differences in values and philosophy will make it impossible to ever fully integrate the twelve step
approach and psychotherapy without compromising one or the other approach.

Distinguishes between "helping strategics -- the techniques a helper (professional or otherwise)
employs to facilitate the resolution of problems” and "helping values -- deal with existential
issues," shape the answers to questions such as "What should a person optimally be?" and "Why
should we help others?" While helping values are not always articulated, they are always present
in the therapeutic endeavor.

The helping strategies of twelve step groups can be incorporated into professional
psychotherapy without any loss of integrity, while twelve step helping values usually cannot.

One of the most basic features of any group of people that excludes others is language, and both
twelve step organizations and therapists have mysterious argots that they use to describe
substance abuse problems. Cooperation between the two parties would be enhanced if both took
the time to learn, and 10 teach, their way of describing their constructions of reality. It is
important that these exchanges be respectful, and not result in one language being understood as
more basic thatn the other (i.e., "What you describe as your internal tapes is reaily your
superego”).
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Carroll, Stephanie
Spirituality and purpose in life in alcoholism recovery
Journal of Studies on Alcohol
May 1993
54
3
297-301

This study exarnines the relationship between spirituality and recovery from alcoholism.
Spirituality was defined as the extent of practice of Alcoholics Anonymous Steps 11 and 12 and
was measured by a Step Questionnaire developed by the researcher. Step 11 suggests prayer and
meditation and Step 12 suggests assistance of other alcoholics. Expressed degree of purpose in
life was also seen as a reflection of spirituality. It was postulated that the extent to which Steps 11
and 12 were practiced would be positively correlated with the extent of purpose in life reported
by 100 Alcoholics Anonymous members. The major findings of this study are significant positive
correlations between practice of Step 11 and purpose in life scores (r = .59, p <.001) and
between Step 11 and length of sobriety (r = .25, p <.01). Number of Alcoholics Anonymous
meetings attended was significantly correlated with purpose in life scores (r= .24, p < .01) and
length of sobriety (r = .25, p <.01). These findings suggest that a sense of purpose in life
increases with continuing sobriety and practice of the spiritual principles of Alcoholics
Anonymous.

Alford, Geary S.

Alcoholics Anonymous: An Empirical Outcome Study
Addictive Behaviors

1980

5

359-370

[Beckman]: 27 male and 29 female alcoholics who had completed in-patient treatment program
based on AA principles; substantially higher outcome rathes for females (61% of women and
30% of men were abstinent, productively functioning, and socially stable at one year follow-up);
had three follow-up contacts and considered patients who could not be followed up as treatment
failures, data from multiple collaborative sources; more women attended AA and a greater
number of meetings.

[PSYC]: 56 alcoholic patients who completed an inpatient Alcoholics Anonymous (AA)
treatment program were followed-up for 2 yrs. Two sets of criteria of success were used: AA
criteria, which require patients to be employed/productively functioning, and socially/civilly stable,
and abstinent; and general criteria, which allow either abstinence or light-moderate drinking
without evidence of abuse. 51, 45, and 49% met AA criteria of success at 6, 12, and 24 mo,
respectively, while 53, 51, and 56% met the general criteria at respective follow-up intervals.
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Beckman, Linda J.

Alcoholics Anonymous and Gender Issues

in

McCrady, Barbara S.//Miller, William R.

eds.

Research on Alcoholics Anonymous: Opportunities and Ahernatives
New Brunswick, NJ

Rutgers Center of Alcoho! Studies

1993

233-248

233: "1 will consider the limited research on gender and AA; discuss research on alcoholism
in women and how women alcoholics differ from their male counterparts; and summarize more
general research in gender differences that has implications for various aspects of AA membership
for women versus men."

234-235: "The assumptions generally made about gender differences are congruent with a
positive [sic] empiricist model of research that restricts analysis to a few clearly observable unity
of behavior. Unger suggests that such a model ignores the effects of social constructs such as
soctal status and power on the research enterprise itself. She supports a much more reflexive
model of research that involves understanding of the reciprocal and interactive relationship
existing between the person and reality and, thus, between experimenter and subject. Such a
model may be of direct relevance for research on spirituality and recovery processes that AA
members experience.”

239: Table (p. 238) of "the characteristics of women alcoholics that have implications for
affiliation with and recovery in AA." "Previous research shows differences between female and
male alcoholic patients in patterns of alcohol consumption, demographic characteristics, other
diagnoses, and psychological characteristics. Women in treatment are more likely than men to
show primary affective disorder and to experience greater marital and family instability. They are
also more likely to have alcoholic spouses.”

240: "Alcoholic women may have lower selfesteem than men, and they more frequently
report that they drink when they feel powerless or inadequate. Alcoholic women also have more
stable attributions for failure than alcoholic men or nonalcoholic women."

242: "AA may be an easier form of alcoholism treatment for women to enter than most other
forms because it is free and anonymous. Some women may attend AA, at least initially, without
telling families, spouses, and friends who have tried to dissuade them from the idea that they are
aicoholic.”

245: "Gender diflerences in psychological characteristics and social behavior exist among
alcoholics. A key question is whether these differences are large enough in magnitude and
significant in their impact on recovery processes. The somewhat better outcomes of women in
treatment suggests they are.”

246: "The interactions of gender roles, experiences in AA, and processes of change provide
an untapped but fruitfil area for future research. For instance, do women and men work each of
the 12 steps in exactly the same manner? Do their 'stories’ have similar themes? How are the
themes presented in the 'stories’ related to recovery?”
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246 [conclusion]: "When I started out on the journey of discovery mvolved in writing this
paper, as a feminist [ probably would have agreed with Jean Kirkpatrick that women who have
feelings of inadequacy, worthlessness, and powerlessness and are faced with different issues than
men need samesex support groups and treatments that emphasize competence and selfefficacy,
not powerlessness and humility. Moreover, women should not be overrepresented in AA
compared to men. But having reviewed the literature and learned more about the processes of
change in AA, I am much less confident about these conclusions. I not believe that AA, a
fellowship originally designed by and composed primarily of men, appears to be equally or more
effective for women than for men. There is not clear empirical evidence to suggest that certain
types of women would fare better in other types of alcoholism treatment.”

[Conclusion]: "When I started out on the journey of discovery involved in writing this paper, as
a feminist I probably would have agreed with Jean Kirkpatrick that women who have feelings of
inadequacy, worthlessness, and powerlessness and are faced with different issues than men need
same-sex support groups and treatments that emphasize competence and self-efficacy, not
powerlessness and humility. Moreover, women should not be overrepresented in AA compared
to men. But having reviewed the literature and learned more about the processes of change in
AA, T am much less confident about these conclusions. 1 not believe that AA, a fellowship
originally designed by and composed primarily of men, appears to be equally or more effective for
women than for men. There is not clear empirical evidence to suggest that certain types of women
would fare better in other types of alcoholism treatment."

Vaillant, George E. -
The Natural History of Alcoholism Revisited
Cambridge, MA
Harvard University Press
1995

[CORK]}: This volume represents both a "re-printing", as well an up-dating and reflection on a
now classic work in the alcohol field, one published fifteen year ago. Drawing upon the analysis of
two major longitudinal studies, that work described the natural history of alcoholism (alcohol
dependence.) The "new” edition is structured as a "reprint” of the previous edition, with new
sections interspersed and clearly denoted providing a commentary on the earlier work, drawing
upon new research in the field, further follow-up of subjects, and the author's reflections.
Copyright 1996, Project Cork Institute.

{EK]: Makes significant and well-marked additions to 1983 study, and includes replies to as
well as reports of research since the earlier edition.
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Humphreys, Keith//Moos, Rudolf H.
Reduced Substance-Abuse-Related Health Care Costs Among Voluntary Participants in
Alcoholics Anonymous

Psychiatric Services
July 1996
47
7
709-713

[Joumal]: Researchers in the San Francisco Bay Area found that persons who attend
Alcoholics Anonymous (AA) rather than seek outpatient treatment for alcohol abuse had
treatment costs that were 45 percent lower (a total of $1,826) over a three-yeat period than those
who got professional treatment. The outcomes Tor the two groups were similar, even though
those in the AA group initially had more serious problems with alcohol.

A total of 201 persons who had never attended AA or received alcohol treatment were
recruited for the study. The 135 persons who chose to attend AA rather than obtain professional
help did not differ significantly in gender, marital and employment status, race, and symptoms of
alcohol dependence and depression from the 66 who chose professional help. However, AA
attendees had lower incomes and had experienced more adverse consequences of drinking,
suggesting somewhat worse prognoses for this group.

The authors emphasized that the value of AA and other self-help groups should not be
considered only in terms of potential cost saving. Nor should cost-conscious employers and
insurers coerce individuals to attend AA, because the benefits of AA are s(rongly related to
voluntary participation. ’

7
Humphreys, Keith//Moos Rudolf H.//Finney, John W.
Life domains, alcoholics anonymous, and role incumbency in the 3-year course of problem
drinking

Joumal of Nervous and Mental Disease
August 1996
184
8
475-481

[MEDLINE]: This study examined the course of problem drinking among 439 individuals over
3 years, using a life domains perspective that distinguishes life stressors and social resources in
different contexts. More severe chronic financial stressors both predicted and were predicted by
more alcohol consumption and drinking-related problems. Among social resources, Alcoholics
Anonymous was the most robust predictor of better functioning on multiple outcome criteria.
Support from friends and extended family also predicted better outcomes; this effect was stronger
for individuals who were low on primary role incumbency (i.e., who were unemployed and/or did
not have a spouse/partner).
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Mr. Mica. Thank you. And I thank each of our panelists for 1
expert testimony today. I would like to start with a round of ¢
tioning. It appears that we’re spending somewhere around $3.¢
lion on drug treatment programs from the Federal Treasury. .
it appears from this GAO report that one of the problems tha
have in determining whether programs are successful or not is
measuring the effectiveness of drug treatment is a complex ur
taking and it involves a number of factors. We have also heard
timony here today that raises some questions about self-reports

Dr. Vereen, it’s my understanding that most of the inform:
we base our reports of success or our measure of success are
tained from self-reports of addicts; is that correct?

Mr. VEREEN. Yes, that is true. It is important to underst
though, that self-report is used to measure a number of health
comes. So, for example, I mentioned that the effectiveness of t
ment for drug abuse is comparable to that of diabetes. Most pe
do not stick with their treatment regime properly for the treat:
of diabetes. Perhaps more than half do not follow their
ommended insulin intake. But, they self-report that they have
following the regime.

We do have new biological markers, for example, to measu
a person’s sugar level has reached a high point. And it is a1
grained problem that we have in studying health outcomes,
drug abuse treatment effectiveness is not alone. It is a prol
with trying to assess the outcomes of other treatments as well.

Mr. Mica. We've heard a couple of our witnesses testify tc
fact that the least effective measure is a self-reporting. And
ticularly about addicts and the GAO study also raises ques
about self-reporting. Dr. Lillie-Blanton, did you want to tell me

Ms. LILLIE-BLANTON. I want to explain one of the differences
Vereen is correct when he says we use self-report routinel
measuring health outcomes. I think the difference when we'’re
ing about self-report of drug use is that we’re measuring in
case an illegal activity. And when you’re measuring an illegal a
ity, particularly an illegal activity that has serious consequel
the likehood of underreporting is high.

Now what we do know is that self-report is the least acct
when you are asking questions about the more stigmatized di
For example, if you're asking information about cocaine or he
versus marijuana, you would find self-reports to be less acct
for the cocaine.

We also know that self-report is less accurate for current
use. In many cases, our studies, evaluating treatment, have a
for information on drug use in the previous year or past yea
we at least are not asking for information that we know is the |
likely to be accurate.

Mr. Mica. Well, we're taking most of our data from self-re)
ing. We've also heard recommendations from experts that the
way to get data is through drug testing. That can give you
current information. And you've also just testified that the |
likely truthful response is going to deal with a current situa
a current abuse problem. So wouldn’t it make sense that we
quire very objective drug testing, urine analysis, hair anal
something to see what the results are? Would that be correct?
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Ms. LILLIE-BLANTON. We don’t make a recommendation in our
report on this issue. But we have in a previous report encouraged
greater use of more objective measures of drug use. However, we
think that there is more testing and development of the technology
that needs to be done before we encourage routine use of hair test-
ing.

Mr. Mica. So in supporting the expenditure of Federal taxpayer
dollars in programs that we want to find out whether they’re really
successful or not, we should have a testing component?

ll\(’is.dLILLIE-BLAI\«"TON. Yes, some objective measures should be in-
cluded.

Mr. Mica. One of the things that concerned me, as most of the
data that appeared that we're using to determine how we’re spend-
ing our money and what programs are funded, comes from this
data which is a drug abuse treatment outcome study by the Na-
tional Institute on Drug Abuse. And I have information. First of
all, 56 percent of the subjects of the data study were on parole, and
then we find that a random sample of the addicts who were urine-
tested a year later in a random sample, up to 20 percent refused
to take the test and a huge number who took the test failed after
saying that they weren’t using drugs.

So, I really become concerned about the basis of it—or the study
basis that we're using, the information that we're getting and then
the results. And again, the chart that’s been brought here—any
program where we spent billions of taxpayer dollars and we have
a 50-percent success rate and we're not sure that we can even rely
on those figures, we need to revisit. So I have some concerns.

Finally, I don't know about other programs that are private or
faith-based, and yours in particular that you referred to as part of
the Haymarket Center. But I have one in my locality, the House
of Hope, and they run a 90-percent success rate, pretty well sub-
stantiated and documented success rate, whereas some of my sec-
ular programs have much lower success rate figures. What kind of
a success rate do you attribute to your program, sir?

Mr. SouceEk. Well, we have a study that shows that in Illinois,
the typical success is around 40 percent of the people in any given
program in Illinois will remain drug free after their initial treat-
ment. With our population, we are slightly below that 40-percent
mark in terms of recidivism. So we are doing better with our pro-
grams, with probably the toughest population to treat in Illinois,
because we deal with the criminal justice population, we deal with
the population that’s the minority population, the population that
typically comes from the housing projects.

There is a lot of coercion that gets people into treatment, wheth-
er it’s coercion to stay in a living environment or because of the
criminal justice system. So our programs fare slightly better in
terms of recovery rates than the State as a whole.

Mr. MicA. What type of Federal funds do you receive?

Mr. SoUCEK. We receive Federal block grant dollars for our
women and children services and pregnant women and postpartum
women services. We receive a specialized program grant that I
mentioned in my testimony for a 5-year study of women and chil-
dren in long-term residential care.

Mr. Mica. What percentage of Federal funds is used?
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Mr. SoUCEK. Our Federal funding is probably in the area of 30
to 35 percent of our budget.

Mr. Mica. OK. My time is expired, I would like to come back, but
I would like to yield now to our ranking member.

Mr. BARRETT. Thank you, Mr. Chairman. Inevitably when you
have a report like this, the question arises as to whether we are
using our resources effectively. And even without a report like this;
oftentimes here in Congress a debate that occurs is where the
money should be spent. It's a pie; how do you divide the pie?
Should more resources be put into incarceration, should more re-
sources be put into treatment, should more reresources be put into
prevention programs, should more resources be put into border pro-
grams?

The question I have for each of you is, do you feel as we divide
up that pie, based on either this report or your own experiences,
that we should be cutting the treatment dollars, either as an abso-
lute figure or as a percentage of the pie? And I would start with
you, Dr. Vereen.

Dr. VEREEN. Definitely not. If you look at the Cal Data study
where California looked at its investment in treatment, for every
dollar they invested in treatment, they saved approximately $7.
They found a $7 return on their investment in savings and health
care cost, prison and other criminal justice costs. That is where you
get the bang for your buck, as I said in my earlier statement. In
addition, we have invested large amounts of Federal dollars on the
reseaflch side. We are just beginning to see the fruits of that re-
search.

We are understanding better what addiction is, so that we know
exactly what it is we are treating; and the effects of treatment, not
only in what is happening biologically in the brain, but what’s hap-
pening behaviorally as we are trying to help the folks recover from
addiction to become productive contributing citizens. So in that
sense, treatment is a very good investment, despite some of the
amorphous findings that we need to improve better how we meas-
ure outcomes, we need to improve better the self-reporting way we
generate data.

Yes, there are ways that we can—we can study this better, and
we can certainly improve treatment. But as it stands now, we are
getting a very good return on what we put into treatment. So in
that sense, I would not recommend cutting any dollars there.

Mr. BARRETT. Dr. Lillie-Blanton.

Ms. LILLIE-BLANTON. Well, in this report, I need to say we did
not make recommendations on how to spend Federal dollars.

Mr. BARRETT. I understand that.

Ms. LILLIE-BLANTON. But I would say that our findings would
show that treatment is beneficial both to the individual and soci-
ety; even with an overstatement of the benefits. This would support
our at least continuing to maintain the level of investment that we
have now. The only point I differ a little bit is I think we really
have to focus on improving the quality of our information about the
effectiveness of treatment.

We have a responsibility as we spend Federal dollars to make
sure that these dollars are being spent on programs that are effec-
tive.
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Mr. BARRETT. So it’s your complaint—or is your criticism more
of the programs or that the information coming out of the programs
is not accurate?

Ms. LiLLIE-BLANTON. Until you have good information from the
programs, you can’t really know whether we’re spending our dol-
lars on the programs that make the most difference.

Mr. BARRETT. I understand.

Ms. LILLIE-BLANTON. So the two are linked, and that’s why we've
got to invest in improving the quality of the information that we
have. I think Dr. Wish made a very convincing argument for why
today is very different than 20, 30 years ago.

Mr. BARRETT. And in terms of the pie, as we look at the—where
resources go—would you recommend cutting the percentage of the
pie that goes to treatment? ‘

Ms. LILLIE-BLANTON. I really think that’s a policy issue.

Mr. BARRETT. I know. You're a citizen, for goodness sake.

Ms. LILLIE-BLANTON. As a citizen, I would say that we should in-
vest more in treatment and less in our prisons.

Mr. BARRETT. Right. Dr. Satel.

Dr. SATEL. I would not cut any treatment money, but I would
like to see a lot more go to the kinds of programs that the people
in panel II are going to be talking about, the criminal justice-based
programs; drug courts, in prison, in jail treatment. Those are
very—those are going to be very promising because (a) they catch
a lot of addicts. Most hard-core addicts have some contact with the
criminal justice system.

I also think the program of coerced abstinence that the adminis-
tration has funded is a very wise one and should be extended to
both probation and parole. Coerced abstinence would be a regi-
mented series of drug testing for those individuals, with those
graduated sanctions that I mentioned before.

Also, 1 wouldn’t mind seeing some more residential programs,
you know, the kind where people stay for 18 months to 2 years.
When people complete those programs, they actually have a very
high success rate, but you have to complete it.

And my final point. I agree with what Dr. Blanton said, and also
Dr. Wish, about the drug testing and wanting to get more accurate
information; but you also have to, I think, realize you'll get a dou-
ble bang for the buck here. Not only will you get better informa-
tion, but the drug tests themselves, assuming the clinics, you know,
respond to the data they get—if the drug tests are positive and
that there are consequences for being positive, you'll get a clin-
ical—presumably you’ll get a clinical impact as well as a, you
know, an information-enhancing result.

Mr. BARRETT. OK. Dr. Wish.

Mr. WisH. Thank you. I want to correct a possible misimpression
here that the assessment of treatment outcome is so bleak. There
are a lot of good studies that have used biological measures to as-
sess treatment outcome. The problem is there are also a lot of large
national studies that have not, and that is what should be changed.
I also have to tell you that the Cal data study is one of the worst
examples of this problem.

They basically brought people who had been in treatment into a
room with an interviewer, and in one interview they said OK, how
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much—I'm exaggerating a bit—but basically how much did you use
drugs before you went to treatment and now how much are you
using it now? And, you know, anyone who is being interviewed by
someone who knows they are in treatment, they want to look good,
it’s a big social desirability.

Mr. BARRETT. Let me get back to my question. I know there’s a
lot of problems with self-reporting. My question is specifically, Do
you think we should be cutting that percentage of the pie that goes
to treatment?

Mr. WisH. Absolutely not. We are now moving toward focuses on
the large illegal drug use problem in the adult offender population,
but there are still people out here, every month I will hear some-
one, a probation officer who has someone who has a drug problem
and they can't get them to treatment because there’s not enough
space for them.

In addition, in our research when we look at these adult offend-
ers who are found to be almost walking drugstores, they're just
pharmacologically overrun with drugs, you ask them when they
began their drug use. It isn’t at 20, it isn’'t at 25, it's back in the
early teens. And we in this country miss a tremendous opportunity
to stop the problem early by intervening with the youths who are
coming through the criminal justice system.

And if you look at the statistics on testing kids at different ages
who are coming to the criminal justice system, it goes up at a 45-
degree angle where maybe 10 percent of the kids test positive for
drugs at age 10, by the time they’re 16 it’s maybe 30, 40, 60 per-
cent, like the adults.

Mr. BARRETT. Dr. Satel suggested that we should be putting
more resources into the prisons; is that correct?

Dr. SATEL. Prison-based treatment.

Mr. BARRETT. Are you further refining that, saying in the juve-
nile justice system is where we should be doing that?

Mr. WisH. I think we need to hit them before they get to prison,
that’s sort of the last resource when it comes to juveniles. There’s
this whole group of kids coming in who are having problems, who
are going back to the schools; and basically, for the most part, we
don’t assess them for drug use when they come into the system,
and when they go back into the schools there’s no further followup.

I would recommend that since these are the high-risk kids who
are going to be the bigger problem of tomorrow, that we intervene
with them when they go back to the schools, maybe do some drug
testing, drug prevention, and prevent them from going on to becom-
ing one of these adult drug-abusing offenders.

Mr. BARRETT. Mr. Soucek.

Mr. Soucek. No, I do not believe that we should be reducing
treatment, because obviously I'm a treatment provider and treat-
ment dollars support the services that we render.

I also would like to cite some examples. When we talk about suc-
cess, when the chairman asked me about what is success, it de-
pends upon how you define success. We have a prenatal program—
and Ms. Foley is going to be talking about that tomorrow—that
program was started in the early 1990’s. It was primarily for
women who had cocaine problems, but they also abused alcohol.
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They also got into marijuana and other things, but primarily co-
caine.

When we started that program, we started it with the notion
that we would take women at any time during their pregnancy,
which was a little bit different than other programs. They usually
cut them off at the first 5%z months of their pregnancy, they would
not admit them after that.

That program to date has produced, as a result of a drug-free en-
vironment, proper medical care and proper nutrition, over 500 ba-
bies that have been born drug free. Just the cost effectiveness of
that one program alone has probably saved, in the course of those
babies’ lifetimes, maybe millions and billions of dollars to the State,
city, and Federal level.

We also have an alternative to the incarceration program at
Haymarket Center, and in that program, we can measure success
by one measure: completion of treatment.

One of the presenters today said that there’'s a 1in 5or 1 in 4
completion-to-treatment rate. In that program for nonviolent, typi-
cally DUI, driving-under-the-influence offenders, who are multiple
serious DUI offenders, they received more than one DUI, we have
a 99-percent completion rate. Now, this is coerced treatment, but
we are a voluntary program, which means that the courts ordered
them into treatment. But if they walk out, we have no ability to
keep them there by any force other than reporting to the courts.

Something happens to those people in treatment. During the
course of treatment, they initially resist what we’re doing. But by
the end of treatment, many of them thank us for what they have
done and return back to tell other people, future participants in
that program, of their particular experiences.

I also just want to mention briefly, Haymarket started as a social
setting detox center in the city of Chicago in 1975. It was a very
controversial program. It was for skid row alcoholic males, and it
was controversial because people thought that it would not provide
the medical services necessary. We continued to do detoxification
services at Haymarket and from its inception, Haymarket has been
credited by the Chicago Police Department, by the Cook County
Hospital, and by other mental health agencies as probably saving
not only people’s lives, but the lives of family members who have
been put and placed in jeopardy as a result of somebody who is
abusing or addicted to alcohol and substance abuse.

The detox center has been credited for the reduction in people
coming in there with heat exhaustion. On a day like today, before
1975, people would be literally lying on the streets and dying and
being taken into Cook County Hospital. Now they have a place to
put them, and it’s called Haymarket Center.

So, in our opinion, treatment does work. Success is something
that still needs to be defined. I don’t know that success is always
a person just remaining drug free for the rest of their life. But cut-
ting treatment dollars, in my opinion, would be disastrous.

Mr. BARRETT. OK. Dr. Satel, is that how you pronounce it?

Dr. SATEL. Yes.

Mr. BARRETT. You mentioned leverage, and tomorrow we'’re going
to be having a hearing on the issue of cocaine moms and the use
of criminal justice sanctions for children in need of protective serv-
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ices, as they do in my State. I think anybody who looks at this
issue at first says well, of course, you want the mother to get the
treatment. Interestingly, we hear from some providers who argue
that what you’re doing is in effect providing disincentives for preg-
nant women to come into the medical field.

In the medical—I would like your comments on that.

Dr. SATEL. Yes, I would like to see their data on that. The data
I've seen are from the South Carolina experience, and actually
none of these—these were women who did not even keep—did not
have any prenatal care at all, presented for the first time to the
emergency room in some sort of life-threatening crisis, either hem-
orrhaging or pre-term labor.

In fact, when they were sent out again—because they hadn’t, you
know—they were patched up, so to speak, to finish the term of the
pregnancy and then return to actually deliver—none of them kept
their appointments with substance abuse. They were all referred to
a treatment. Finally, they came back to have their babies, all were
cocaine positive.

The point is that program there was started out of desperation,
and the population that it addresses are those who frankly aren’t
very good at keeping their prenatal appointments to begin with. So
I don't know how many you would lose if you instituted this, be-
cause of ones that it addresses, a policy like this addresses those
who are so dysfunctional, they’re not good at keeping their appoint-
ments to begin with.

Also, there was concern when the South Carolina experiment—
not an experiment, the South Carolina program was in effect—that
the women would not return to have the babies, and that’s not
true. They all returned. The rate of home birth in the county in
Charleston did not increase. So there was no, you know, fugitive
birth, so to speak. They all did return. And, actually, they all sub-
sequently, they were—these were women who were, as you know,
sent to—given the choice of treatment or jail, you know, the subse-
quent population of women that this goes to.

Mr. BARRETT. Do you know if there has been any analysis of a
change in women seeking prenatal care, other than anecdotal?

D})‘. SATEL. That’s the only data I'm aware of. Do you know of
any?

Ms. LILLIE-BLANTON. No. But let me just mention, I know of one
source that I can suggest you follow up on, and I can also follow
up on it and get it back to you. But I do want to mention that the
one journal article that has been published on the South Carolina
experience did look at birth rates in the county, but it did not look
at whether or not women actually went outside the county into sur-
rounding areas to give birth.

If you’re going to do a study to make an assessment of the im-
pact of that policy, you’ve got to look beyond just the county, to see
if women are seeking care elsewhere. I know of one study that ex-
amined hospital policies regarding drug abusing pregnant women.
It was dissertation research conducted at Johns Hopkins by Kath-
erine Aculf, I can at least find out what data source was used and
if she did any other work that would better help us know the im-
pact on healthcare-seeking behavior. I'll find that and get that to
you.
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Mr. BARRETT. I would appreciate that.

Dr. SATEL. That’s a good question.

Mr. BARRETT. Thank you. Mr. Chairman.

Mr. BARR [presiding]). Dr. Wish, if we could focus on an area that
I've heard about in my district back in Georgia, and from some—
particularly parents from other districts as well—and that is drug
testing of students with parental consent. What would be your
views on that? Is that something that you think would be worth-
while looking into, that schools can in fact drug-test students with
parental consent?

Mr. WisH. You know, it’s interesting. I've seen a number of news
articles coming across my desk, indicating that different districts
are changing and different States are changing the laws so that
they can do that. As you know, the Supreme Court upheld drug
testing of high school athletes in Oregon.

I come at it from a little different way. I think that I would not
want to spend the money, the taxpayers’ money, to look for the rel-
atively infrequent hard drug use problem in the school population
until—

Mr. BARR. What would you consider a hard drug use problem?

Mr. WisH. Cocaine, opiates don’t show up in that age group.

Mr. BARR. Most parents, including myself, would consider any il-
licit drug use by our children to be fairly serious. I am not sure
why it would hinge on the subjective interpretation of a hard drug
usage.

Mr. WisH. I’'m not saying it isn’t serious. All I'm saying is that
the primary problem that I would want to attack first is the drug
use among the kids who have been arrested, because theyre high
risk. They're, for the most part, the kids that are are going to de-
velop into your career criminal; and their drug use, if unchecked,
will go on to the heroin and cocaine.

Mr. BARR. I'm just curious. I'm not necessarily disagreeing with
you, but why wait until it's an extremely serious, perhaps irrep-
arable problem? And similar to the theory behind drug testing in
the workplace or in government offices, is there not something to
be said for having a deterrent effect?

Mr. WisH. I think there is. There’s quite a bit of evidence to sup-
port the deterrent effect of drug testing. And as you may know,
parents already have the right to order—to purchase drug tests, so
if they want to test their children, they can.

Mr. BARR. No thanks to the FDA on that. They were threatening
criminal prosecutions of parents who tried to do that. And thank
goodness, they backed off on that.

Mr. WisH. Right. I just—when I compare the immensity of the
population in the juvenile justice population versus the student
population where you have kids who are for the most part going
to school and are doing OK, I would want to test in that high-risk
population before I would spend the money.

Mr. BARR. Would it have to be an either/or? In other words, we
see there’s a problem certainly, as you've described, with students
who use drugs, if not on a regular basis, at least more than one
time experimentally. And we know the effect that that can have on
other students certainly as unfortunate role models. We're already
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attacking that problem to some extent. Maybe there ought to be
more done to that.

But why would we have to take from the attack on that problem
to institute a more comprehensive, longer term program and the
important signal that it would send to tell students that as long
as your parents consent, you are subject to drug testing at school,
and so that the school administrators and teachers know that they
have that as a stick, so to speak, and trying to keep students off
of drugs so that they dont fall into that category that you're de-
seribing? Do you really see it as an either/or?

Mr. WisH. For the most part I've been talking about this for
about 10 or 15 years and, generally, politically the question always
goes back to the kid who is in school, when, you know, I see the
problem as the reluctance to spend the money on the real high-risk
population first. If that were taken care of, then I would say, OK,
then go on and do the other, because it does tend to be an either
or as far as I can see it. The focus is on the kids in school and not
the juveniles.

Mr. BARR. But you don’t have any problem with it as a concept,
certainly?

Mr. WisH. By principle, no, I don’t think so. But, however, one
of the pitfalls in using drug testing is that people see it as the an-
swer. What the drug testing does is open up the problem. So the
question is, once you do the testing, what are you going to do with
the kids who test positive? What is going to be put into place? Is
it going to be a treatment response? Is it going to be a punitive re-
sponse?

Mr. Barr. That’s a very good point. I think we ought to keep that
in mind in all aspects in the war against drugs. For example, the
recent ad campaign, in my view, very, very good ads, and poten-
tially a very worthwhile component of the war against drugs. One
might have preferred that, you know, the administration would
have done something before 5% years, but certainly better late
than never.

The value of any component really hinges on it being part of a
comprehensive approach and there having followup. We can’t just
expect that if we throw a couple of billion dollars at some nice ads,
it's going to solve the problem if we're doing nothing else with the
other components of the drug problem or if we're not following up
on that ad. I think that's a very good point with regard to testing.

Dré Vereen, when do you anticipate seeing General McCaffrey
next?

Dr. VEReEN. 1 will probably speak with him this afternoon.

Mr. BARR. Do me a favor, if you would, and give him my best
remarks and thank him on behalf of myself and, I suspect, a lot
of other members of this panel, if not all of them—certainly I just
speak for myself. Thank him for his recent statements with regard
to drug legalization and sort of dispelling this myth that some drug
legalization proponents in this country are trying to build up.

1 think his statements with regard to the Netherlands and the
unfortunate and very tangible results of their legalization and pro-
drug policies are not the panacea that some would have us think.
It took a lot of courage to do that, and I compliment him for that.
I wish you would pass that on to him.
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Dr. VEREEN. OK.

Mr. BARR. Also, if you would, take him a message that we would
hope and expect, certainly, that he would take a similar approach
here in this country with regard to—there are three States in par-
ticular, I believe, on which ballots or in which ballots or referenda
will be on the ballots this year: Florida, Colorado, and the District
of Columbia. And if you would, please, I would appreciate your
views on this and how this ties into the overall problem that we're
talking about here; and is your office and the Director’s office firm-
ly committed to speaking out against these drug legalization ef-
forts, in particular in these three States; and will ONDCP be
proactively involved in making sure that that message is heard
across this country and particularly in those three States before
the issues actually appear on the ballot?

Dr. VEREEN. We are committed, and our commitment is very
clear in our strategy. If I use that as a backdrop, we are relying
on data, on important information. In fact, you have heard from
this panel how important good data is, and General McCaffrey was
using and looking for data to make meaningful comparisons be-
tween the United States and other countries. In the area of legal-
ization, making harmful substances more accessible puts our chil-
dren at risk.

Mr. BARR. At greater risk.

Dr. VEREEN. It’s clear that it puts them at greater risk. It is so
clear we have difficulty making it even more clear. That is why we
rest our views on that data, that our children will be at greater
risk. I do not think you can say anything more than that.

Mr. BARR. Are you aware of what specific steps or policy state-
ments will be made between now and the November elections, par-
ticularly with regard to those three States in which drug legaliza-
tion will be on the ballot?

Dr. VEREEN. Yes. At this point, we are working very hard to fig-
ure out how to approach that issue. In some of these States, the
issues are somewhat different and the approaches on how these
issues got on the ballot and how they are being pitched are also
different. I think the responses to each of the States have to be
taken individually. So I am not aware of how the responses to each
of those States will vary at this point.

Mr. BARR. OK. Thank you, Dr. Vereen.

Dr. VEREEN. You are welcome.

Mr. BARR. Mr. Barrett, did you have any additional questions for
this panel?

Mr. BARRETT. No.

Mr. BARR. Mr. Mica, if you would like to reassume the chair, and
if you have additional questions?

hMr. MicA [presiding]. Thank you. Thank you for assuming the
chair.

I would like to ask our panel, if I may, a couple more questions.
First of all, today we have had the opportunity to discuss the pie,
all of the money that drug abuse and drug misuse, illegal narcotics,
cost this Nation. I think it’s $16-plus billion. We spend $3 billion-
plus on treatment.

I don’t think there’s anyone on this panel or anyone in the Con-
gress that thinks we should spend less on drug treatment or any
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other element in this effort to stem the drug problem in our Na-
tion.

The question whether it’s education, interdiction, enforcement or,
today, treatment, is whether that is in fact effective and whether
we're getting good results for the hard-earned taxpayer dollars that
we're spending. I think you get a unanimous vote on doubling the
treatment amount, or quadrupling it, if we can show hard informa-
tion that the programs were successful.

In today’s hearing we've heard in your report, which was re-
leased in March of this year, GAO says research shows treatment
is effective but benefits may be overstated.

Again, from our own General Accounting Office, that much of the
data is inconclusive, that we base some of our funding on a ques-
tionable testing or analysis program, not using really hard drug
testing, but self-reporting in a program that relies on—I guess, 56
percent of the subjects in the program were on parole. I'm a little
bit concerned about that, because if we had criminals doing self-re-
porting, I think that the amount of crime in this country would be
dramatically reduced. And this is, as you had stated, Dr. Lillie-
Blanton, a criminal or illegal activity in many instances, again
using illegal narcotics.

So that really brings me to a question of what is successful.
Where should we be putting money? Now, it's my understanding
that the bulk of the Federal dollars go through HHS; is that cor-
rect?

Ms. LILLIE-BLANTON. Yes, about half.

Mr. Mica. Yes.

Ms. LILLIE-BLANTON. About half, about 56 percent.

Mr. Mica. About half. Do we have any measure of asking from
the agency, or requiring that any programs that are funded by the
agency, a success percentage? Is there any measure of success, any
way to gauge if this money is directed to programs that are in fact
successful? Dr. Lillie-Blanton.

Ms. LILLIE-BLANTON. Let me explain that of the money that’s
gone, that is spent by HHS, most of that is block grant funds to
the States through the substance abuse treatment prevention and
treatment block grant. In 1981, we changed the requirements for
replorting, allowing States to be more flexible in how they use their
dollars.

Mr. MicA. We've been loose with the requirements?

Ms. LiLLIE-BLANTON. There is a tension between the flexibility
we give States and the accountability that we require of States, be-
cause we're allowing them to spend their dollars on programs that
they define as meeting the needs of their communities. We are now
being a little more prescriptive in the information we are request-
ing of States in their block grant applications. But this is very new.

Mr. Mica. We might look at adopting some measure of success.
And then also we've heard that some hard testing should be a com-
ponent to really determine whether or not we're getting accurate
results; is that correct?

Ms. LILLIE-BLANTON. Yes. That certainly could be a requirement
that the Congress could place for receipt of block grant funds.
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Mr. Mica. Now, there are other areas that spend a lot of money.
I think the second biggest area is the VA. Do we have any way of
measuring success in the VA programs?

Ms. LILLIE-BLANTON. Yes. And let me also explain that with the
VA dollars, we are reporting are treatment dollars as well as funds
for medical care. We cannot disaggregate the other kinds of med-
ical care that persons with a substance abuse problem in the VA
system obtain.

Mr. MiCA. Are you asking, or do we ask, the agency for some
measure of success or how those dollars are spent? Dr. Vereen, is
your office into this at all?

Dr. VEREEN. Yes, we are. But in the case of the VA, one of the
problems is that it is hard to disaggregate some of those numbers.
In the general area of treatment, we have tried to provide some
leadership by taking the goals that we established in the strategy
and attaching to those goals specific performance measures so we
know how close we are to achieving the goals of getting more folks
into treatment.

We know that when we look at treatment models that try to en-
gage people into treatment, keep them in treatment, and make
sure they graduate from treatment, we are finding better ways to
measure how that is actually done. Once we find a good way to do
that, and some States exercise some leadership we try to take that
information and feed it back to other States. So the U.S. Depart-
ment of Health and Human Services is involved in assessing what
these States are doing with their block grant funding.

Mr. Mica. We have passed a measure in the House, and it's
pending in the Senate, we need the drug czar’s support for it, to
require a little bit more accountability, a little bit more definite re-
turn on the dollars invested from the VA programs. It's very impor-
tant.

Dr. VEREEN. Yes.

Mr. MicA. The veterans’ population has a problem in this area.
It’s very important, that we look at what programs are successful
and support them. We need your cooperation to do this.

There are two areas where we spend a big amount of bucks. One
we just discussed and the other area where we have sort of a cap-
tive audience is our prison population. We've talked about that a
little bit today. Are most of our programs there testing based? Are
we testing them in prison and then when they get out of prison,
in probation programs? Do you know, Dr. Vereen?

Dr. VEREEN. Yes. A number of the studies do combine the self-
report measures with biological measures. Urine testing is the best
example of one that has been studied extensively. That’s been the
most studied.

Mr. MicAa. There’s no requirement that a Federal prisoner, in
particular, who has had a drug problem or offense is required to
come back for drug testing, is there, while on probation?

Dr. VEREEN. I am not aware of any requirements per se, but the
most successful programs certainly employ those kinds of measures
to supplement the other information they are getting so that they
can monitor the situation. Monitoring progress is a very important
part not only of the program that they are in, but because they
need to feed back that information to the individual so that they
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can apply the requisite sanction if they have fallen off the wagon,
so to speak.

Mr. MicA. Well, again we have a captive audience. We heard Dr.
Satel testify today that when you have leverage and then when you
have strict accountability, you get results. Dr. Wish, I think is also
familiar with a Vietnam study. Maybe you can tell us a little bit
abo(tilt‘?that, and was that successful or what happened with that
study?

Mr. WisH. That was a very different population of people that
were basically followed up. A random sample of the Army enlisted
men who were returning to the United States in 1971 from Viet-
nam were followed up in the early seventies, and that study
showed very dramatic results, very different from what had ever
been shown before in this country with regard to the costs of addic-
tion.

Basically, almost all of the people who had become addicted in
Vietnam to an opiate, when they came back to the United States
were found to remit from dependence, with or without treatment.
It's always been a question of why in this population was there
such a remission from dependence, when in every study that had
been done in the United States with people coming through treat-
ment, there was a2 tremendous amount of relapse. No one really
has the total answer to that.

It could be that the veterans learned the drug use in Vietnam
and when they came home, they went back to their families and
to their communities, and they weren't used to getting drugs there
and they didn’t have them as much available. It could also be that
the type of person who went into Vietnam was very different from
the type of people we're used to seeing in the big city treatment fa-
cilities, because as you recall, you couldn’t be drafted if, for in-
stance, you were a felony offender.

So the type of people that were going through the service at that
time in Vietnam had—were more likely to be educated and to have
jobs and have a different type of history than the people who we’ve
studied traditionally in drug treatment outcome studies. So I'm not
clear how to make the link to everything else.

Mr. Mica. Well, just as an example, just citing it today as an-
other example. I think Dr. Satel had also referred to the need for
increased residential programs which would also create a new envi-
ronmental setting. Sometimes these programs are expensive. That
was a little bit different illustration and example. But again, some-
times the treatment, maybe if it is more environmentally different,
and sometimes those programs—also cost—may cost us more. But
if they're more effective, again, I think we’re looking today at
what’s effective. There’s no price tag that we can’t meet if we can
find programs that are effective.

This leads me to my last question. We've talked about prisons,
we've talked about veterans, we've talked about money through
HHS and other programs. My opening comments dealt with the
problems we’re having with our young people in the dramatic rise
of drug abuse, illegal narcotics, with our young people.

I'm wondering if there are any programs that we're looking at
that we have hard evidence. We've heard a little bit about some
State programs, we've heard about some faith-based programs. Are
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there? any really good programs coming on the horizon for our
teens?

I think there was also testimony, Dr. Wish, I think you said get
them early and we eliminate a lot of problems. But we're even find-
ing with young people that have abused, that it’s very difficult to
find successful programs and to get a good rate of successful treat-
ment.

My final question to all of you is: Do you have any ideas of how
we can best direct our Federal dollars toward our teen and youth
problem? Dr. Vereen.

Dr. VEREEN. Yes. I should first mention that the media campaign
we launched nationally, a couple of weeks ago, is certainly one of
the first steps. It is important to change the attitudes of young peo-
ple before they even get close to drugs. We know that youth atti-
tudes against drugs are linked to their actual use and to their
sense of how dangerous drugs are. So, if they get the information
about how dangerous drugs are, they are less likely to use them.
Our goal is to delay the point at which they are tempted.

The media campaign is attached to something really important
and that is the development or strengthening of communities
against drugs; the development of community coalitions. All kids
live in the context of a family and a community, and supporting
those communities and supporting the values that go along with re-
sisting drugs is very important.

As far as specific interventions, you are aware of drug courts. We
are just beginning to evaluate the effectiveness of drug courts.
They are very important in having an effect on those folks who are
addicted and get into trouble with the criminal justice system.
They do have a captive audience, as you put it. The early data sug-
gests there is an excellent return for the dollar there.

Furthermore, juvenile drug courts are just starting to emerge.
There are 37 at this point. The preliminary evidence suggests they
are as successful, if not more successful, in curbing drug-taking be-
havior and criminal behavior in that younger set. We are awaiting
anxiously more data to support those positive results.

Mr. MicA. Thank you. Dr. Lillie-Blanton.

Ms. LILLIE-BLANTON. Let me just say, that based on our review,
services and research for adolescents was certainly a gap in the
portfolio.

Mr. MicA. Services and research.

Ms. LILLIE-BLANTON. Research on drug treatment services for
adolescents——

Mr. Mica. Something for adolescents’ programs, something we
should look at.

Ms. LILLIE-BLANTON. Yes, it was a gap in the portfolio of the De-
partment of Health and Human Services. I would say that they
have realized that and are making efforts to correct some of the im-
balance. Some of the reason for the imbalance is that the rise in
drug use among adolescents is a relatively new phenomenon. As
such, it’s not a problem that really was high on the policy agenda,
but that’s something that is very much changing.

One information source that will become available in 1999 is a
followup study on the drug abuse treatment outcomes of about
3,000 adolescents in 30 programs in six cities. This will provide one
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of the first objective sources of information on what works best for
adolescents.

Mr. Mica. Is that also self-reporting?

Ms. LILLIE-BLANTON. It probably will be self-reported data but
DATOS has also done a subsample of study participants in which
they verify the self-report with some objective measures. It's con-
ceivable that they will do that with the adolescent population as
they did with the adult population. But I don’t know for certain.

This will, at least, provide us beginning information about the ef-
fectiveness of adolescent treatment on a national basis, which then
could be used to help direct Federal dollars. It’s difficult to direct
Federal dollars to new programs if you don’t have some sense
about what programs work best. So this will help.

From our review of the literature, it seems that family based
therapy is being identified as the most promising approach. But
even that approach has not shown itself consistently to be more ef-
fective than some of the other approaches that are being used.

Mr. MicA. Thank you. It would be good if we could get a little
sampling of some hard testing data in the teen area, too.

Ms. LILLIE-BLANTON. Yes, I would agree.

Mr. Mica. We don’t have a captive population, but we have a
population. I think we could look at some measure of tests, drug
tests that are done, and see what the results are and compare
them to the self-reporting.

Dr. Vereen, just one thing on the ad program. I've supported
that. I had a different measure before Congress, which was to in-
crease the declining public service requirements—since the public
owns the airwaves, and every year there are fewer and fewer PSA’s
on television—that we increase that requirement. I hope we will
work on that, so it’s just not taxpayers buying more TV money.

The other thing, too, that I hope you’ll look at is the issue of
using the media. If you talk to any political consultant or anyone
that sells soap or dog food, they will tell you you need saturation
to be effective, and you're talking, 2-, 3,000 television rating points.
Yc;lu’re also talking about targeting audiences, young people and
others.

Some of what I've seen so far is nice, but I'm not so sure it is
effective. But I hope we're going to see some test areas where it’s
targeted, where it's saturation, where we also are measuring the
results. I have seen some of the ads in the newspapers. They are
great, but I don’t see too many teens reading the Washington
Times or the Post or some of these other publications. Those are
some of our target groups. Just those comments.

Dr. Satel, anything in the teen area?

Dr. SATEL. Just two things. One is to emphasize the promise of
the juvenile drug courts. And the other is also a call for, again, res-
idential treatment, because what that focuses on—for adolescents
as well—basically focuses on socialization. That’s extremely impor-
tant, 1liut it’s intensive. So that can be a very useful intervention
as well.

Mr. MiIcaA. Thank you. Dr. Wish.

Mr. WisH. If I may well deviate for 1 second, urine drug testing
is so inexpensive, it’s $10 to $20 to test for most of the drugs we're
talking about. When you compare, to do one of these large studies
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with an interview, it may cost anywhere from $300 up. And it’s a
very small amount. And it's very hard for me to understand why
urine specimens are collected at all of these researches.

lrih‘. MicA. Government can usually find the more expensive way
to do it.

Mr. WisH. Now, the second point is, I know we've all heard that
advertisement “Pay now or pay later.” I think that in terms of the
way we approach the criminal justice system and drug use, we're
more likely to pay later, and we don’t want to pay now. 1 would
recommend universal drug testing of juvenile detainees at admis-
sion and post-release, coupled with programs of intervention and
prevention and treatment.

Mr. MicA. Thank you. Dr. Soucek.

Mr. SoUCEK. We at Haymarket do not do adolescent treatment.
I had been involved with a program that did do adolescent treat-
ment and it’s a very difficult issue to address. We do believe that
treatment does work; that, in fact, people coming into treatment
may relapse, may deny their usage. But we also believe that seeds
are planted. And there are literally in this country millions of peo-
ple recovering that have many, many years of recovering sobriety,
and cling to treatment programs and self-help groups, that I think
are not being studied and not being questioned about, you know,
how long they've been sober and clean and how productive they've
become in terms of citizens of this country.

Mr. SOUCEK. As it relates to adolescents, I would like to mention
that the problem that I saw when I was doing interventions with
adolescents and their families was that many of the adolescents got
some of their best highs right out of the home itself, from the medi-
cine cabinet, from the liquor department.

In our society, we put limitations on alcohol purchases by adoles-
cents, and yet, I don’t know if this panel is aware of it, but the new
hand washes that are on the market today contain about 90 per-
cent ethyl alcohol, which is the kind you drink. Now a kid can walk
into any drugstore, purchase a small bottle of that, mix it with
some soda or something—or they are even flavored, as a matter of
fact, there are some peppermint-smelling kinds of things—and can
get a buzz that you would not believe. We are talking about
160-, 180-proof alcohol being mixed in there. And my experience
with adolescents, when I was doing it back in the mid-eighties, was
that kids knew this, they knew this about Nyquil, they knew this
about cough syrups that were on the market, and would come in
not only under the influence of marijuana, cocaine, but a lot of
them would come in under the influence of prescription drugs,
right out of mom and dad’s medicine cabinets or from purchases
they made at the drugstores of common cough syrups.

Mr. Mica. Well, I want to thank each of our panelists today for
their testimony, for their participation, and for their willingness to
help us find solutions to very difficult problems facing our country,
and particularly, as we ended on the note of cur young people.

We will have additional questions from other panelists and from
myself and we will leave, without objection, the record open for an
additional 10 days, so I will dismiss you at this time and thank you
for your participation.
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I would like to call our second panel today. Our second panel
today starts with Mr. Bryan Hill, who is the president of the Amer-
ican Jail Association and warden of the Monroe County Pennsyl-
vania Correctional Facility; Mr. Arthur Pratt is president of Life
Effectiveness Training; Dr. Douglas Lipton is a senior research fel-
low with the National Development and Research Institute; and
Dr. Faye Taxman is an associate research professor at the Univer-
sity of Maryland. I would like to welcome our second panelists
members today.

As 1T informed our first panel, this is an investigative oversight
subcommittee of the U.S. House of Representatives, and in that re-
gard, we do swear in all of our witnesses, so if I could ask for you
to stand, if you would, and raise your right hands.

[Witnesses sworn.]

Mr. Mica. The witnesses answered in the affirmative, and, again,
I am pleased that we have your participation in this important sub-
ject of trying to find out what drug treatment programs are effec-
tive, trying to determine how we should best spend our Federal tax
dollars, and where the emphasis of this Congress should be in sup-
porting successful treatment programs.

Again, I mentioned to our other panelists that we will put
lengthy statements in the record if you so desire, additional mate-
rial upon request, but we ask you to try to limit your oral com-
ments to the panel to 5 minutes. We will also reserve questions
until all panelists have testified.

With that, again, I would like to welcome Mr. Bryan Hill, presi-
dent of the American Jail Association, and he is also a warden at
Monroe County Pennsylvania Correctional Facility. Welcome, Mr.
Hill. You are recognized, sir.

STATEMENTS OF BRYAN HILL, PRESIDENT, AMERICAN JAIL
ASSOCIATION, WARDEN, MONROE COUNTY CORRECTIONAL
FACILITY; ARTHUR PRATT, PRESIDENT, LIFE EFFECTIVE-
NESS TRAINING; DOUGLAS LIPTON, PH.D.,, SENIOR RE-
SEARCH FELLOW, NATIONAL DEVELOPMENT & RESEARCH
INSTITUTE; AND FAYE TAXMAN, PH.D., ASSOCIATE RE-
SEARCH PROFESSOR, UNIVERSITY OF MARYLAND

Mr. HILL. Good afternoon. Thank you for the opportunity to tes-
tify. My testimony is a brief of my written testimony, and I ask
that it be made a part of the record.

Mr. Mica. Without objection, and, also, all other additional state-
ments of this panel will be made part of the record.

Mr. HiLL. Thank you. The American Jail Association’s main mis-
sion is to support the professionals who work in and operate Amer-
ica’s jails. Jails are considered by many as not being fundamentally
different from prisons. However, jails are characteristically set
apart from prisons by their differences.

For instance, most jail professionals recognize that average daily
population is not a true indicator of the length of time an average
inmate spends in jail. The reality of jail population dynamics are
such that a majority of inmates are released within a very short
period of time, most of whom make bail or are released on their
own recognizance. A still very large number of inmates remaining
in custody will do so for weeks, months and even years. The use
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of averages works well for prison populations, but are irrelevant in
jail decisionmaking. Unfortunately, many in jail programmatic op-
portunities including substance abuse treatment are dismissed be-
cause of the reliance by the decisionmakers on using average
length of stay as an indicator of the number of inmates who might
be amenable to drug treatment in a jail setting.

Jails, for the most part, house inmates who are pretrial or serv-
ing sentences of less than 1 year. We however are finding, in addi-
tion to their less than l-year inmates, jails are beginning to take
on the responsibilities that traditionally had been left to prisons.

Jails offer an opportunity to address substance abuse upstream
of the problem—an inmate who is incarcerated in prison, has been
on the merry-go-round of continuously reoffending, being rearrested
and being reincarcerated over and over again.

The question could be posed, where can we have the greatest ef-
fect: at the prison level, where an offender, now a felon, has most
likely been in and out of jail a dozen or two times and has become
part of the criminal culture; or at the jail level, when a first-time
nonviolent offender hears the doors of the jail slam behind him for
the first time?

Jails offer a unique opportunity for community linkage. This not
only includes a continuation of treatment upon release, but the
ability to partner with local agencies for the provision of education,
treatment, vocation, industries, job and life skills—before, during,
and after a period of incarceration.

The experiences of many jurisdictions throughout the country
have resulted in a great deal of practical knowledge and proved
some previously held assumptions with regard to drug treatment
in jails. We now know that drug treatment is an effective vehicle
for helping to prevent offenders from returning to chronic patterns
of substance abuse and crime. We know that drug treatment does
work if it is implemented properly. We know that in addition to the
necessity of substance abuse treatment programs and jails, that a
continuum of care in the community is essential. We know that the
jail setting offers an opportunity for abstinence. We know that ab-
stinence affords the inmates an opportunity to begin not only ad-
dressing their substance abuse problem, but their own physical,
emotional, and spiritual deficits which they may be experiencing.

We know that communities benefit because treatment offers an
opportunity to intervene in the inmate’s cycle of dependency by
providing detoxification, medical and psychological stabilization
and so forth.

We know that success is accomplished through a commitment to
follow participants for a reasonable period of time after the pro-
gram participation has been completed.

Also important to a successful drug treatment program is ensur-
ing that there is no availability of drugs in the correctional facility.
In order to do this, a policy of zero tolerance must be adopted. We
know that the more successful zero tolerance programs include
drug testing that generally subjects inmates to frequent, random,
and targeted drug testing.

Inmates who test positive for drugs must receive swift, fair, and
appropriate sanctions. This demonstrates to the inmates involved
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and others in the jail that the facility is serious in its efforts to be
drug free.

Thank you for this opportunity to provide input to this sub-
committee. We are missing the opportunity of a lifetime to make
a positive impact on crime rates, arrest rates, and incarceration
rates by ignoring the power of grass-roots community abilities and
addressing the Nation’s drug and alcohol problems.

We simply cannot wait until an offender has been accustomed to
the criminal justice system and, in fact, has become part of that
culture. Jails with the proper resources and in the hands of jail
professionals and community agencies represent our best chance at
tackling the substance abuse problem upstream. Thank you.

[The prepared statement of Mr. Hill follows:]
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PREPARED STATEMENT FOR SUBCOMMITTEE ON NATIONAL SECURITY,

INTERNATIONAL AFFAIRS, AND CRIMINAL JUSTICE

DRUg_TREATMENT, DRUG TESTING, AND THE CRIMINAL JUSTICE SYSTEM

BY BRYAN L. HILL, CJM

Good Morning, My name is Bryan Hill, President of the American
Jail Association and Warden of the Monroe County Correctional
Facility in Stroudsburg, Pennsylvania. I come here today on behalf

of the over 3,300 jails in America.

The American Jail Association’s main mission is to support the
professionals who work in and operate America’s jails. The jail

profession is a specialty within the broad scope of corrections.

Most often, jails are considered as being not fundamentally
different from prisons. But, jails, or local detention and
correctional facilities, are characteristically set apart from
prisons by their differences. Despite this fact, jail statistics
are often interpreted as if they were prisons. Michael O’'Toole, now
the retired Chief of the National Institute of Corrections Jail
Division, famous for his statement that "jails and prisons are
similar in unimportant ways," illustrated many of those differences
in an article written for American Jails wagazine in 1997. He
pointed out in a Bureau of Justice Statistics (BJS) Bulletin, that

the average daily prison population (ADP) was about one million.
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The total prison admissions for that year were about five hundred
thousand. The ADP of the nation’s jails was about five hundred
thousand. But, in that year, it was estimated that there were
between 10 and 13 million admissions to jails. It takes about two
years to turn over the prison population, while the jail population

turns over 20 to 25 times each year.

Perhaps the most misunderstood statistic is that of average
length of stay. The average length of stay is calculated by
dividing the total bed days per year by the total admissions per
year which assumes to indicate the average length of stay. Most
jail professionals recognize that this is not a true indicator of

the length of time the average inmate spends in jail.

The reality of Jjail population dynamics are such that a
majority of inmates are released within a very short period of
time, most of whom make bail or are released on their own
recognizance. The still very large number of inmates remaining in
custody, will do so for weeks, months, even years. The use of
averages work well for prison populations, but are irrelevant to

jail decision-making.

Unfortunately, many in-jail programmatic opportunities,
including substance abuse treatment, are dismissed because of the
reliance by decision-makers on using the average length of stay as

an indicator of the number of inmates who might be amenable to drug
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treatment in the jail setting. The conventional wisdom is that
prisons hold persons convicted of a felony and sentenced to more
than one year. Jails, for the most part, house inmates who are
pretrial or serving sentences of less than one vear. We are,
however, finding that in addition to their less-than-a-year
inmates, jails are beginning to take on the responsibilities that
traditionally have been left to prisons. For example, jails in
Pennsylvania can house sentenced prisoners for up to a day less
than five years. Kentucky jails recently signed an agreement with
the Kentucky State Department of Corrections to house Class D
felons. It is not unheard of that many of the larger metropolitan
jails such as Los Angeles County, CA, Cook County, Chicago, IL, and
New York City, NY, can house pretrial detainees for 1literally
years. Many jails are housing convicted felons that belong to the
state because of crowding at the state prisons. Simply put, there
are a great number of inmates who spend sufficient time in jails to

benefit from substance abuse treatment programming.

Jails offer an exceptional opportunity for successful drug
treatment. Jails are located within the community. The people that
work in jails are community members and the majority of inmates
incarcerated in them are also members of that same community. Jails
offer a better opportunity for a continuum of care when they are
released back into their respective communities. Those incarcerated

in our jails and prisons today, especially in our jails, will be
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returned to our communities. We have a choice to have them return
in the same, better, or worse condition than when they first

entered.

Jails offer an opportunity to address substance abuse "up
stream" of the problem. An inmate who is incarcerated in a prison
has most likely been on the merry-go-round of continuously re-
offending, being re-arrested, and being re-incarcerated over and
over again. To not provide resources for substance abuse treatment
at the local jail level and to not afford jail inmates the
opportunity to participate in a drug treatment program will ensure

that they will receive a prison sentence.

The question could be posed, where can we have the greatest
affect? At the prison level where an offender, now a felon, has
most likely been in and out of jail a dozen or two times, and has
become a part of the criminal culture? Or, at the jail level, when
the first-time, nonviolent offender hears the doors of the jail

slam behind him for the first time?

Jails offer a unique opportunity for community linkage. This
not only includes a continuation of drug treatment upon release,
but the ability to partner with local agencies for the provision of
education, treatment, vocation, industries, job/life skills, etc.

before, during, and after a period of incarceration. Communities
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and offenders would be better served by not only addressing an
offender’s substance abuse problems, but also the rest of his or

her issues.

Estimates have suggested that as many as 60 percent of inmates
used drugs on a regular basis prior to their incarceration.
Recognizing that this problem must be addressed and that the local
jail is a good place to start, the American Jail Association
obtained a grant to fund model jail-based drug treatment programs.
This grant was awarded by the U.S. Department of Justice, Bureau of
Justice Assistance to conduct this project titled, "Drug Treatment

in the Jail Setting: A National Demonstration Program."

Under this grant, monies were awarded to Hillsborough County,
Tampa, Florida; Pima County, Tucson, Arizona; and Cook County,
Chicago, Illinois to establish model drug treatment programs in

their jails.

The experience of these jurisdictions, and others throughout
the country, have resulted in a great deal of practical knowledge
and proved some previously held assumptions with regard to drug
treatment in jails. We now know that drug treatment is an
effective vehicle for helping to prevent offenders from returning
to chronic patterns of substance abuse and crime. We know that

drug treatment does work if it is implemented properly. We know
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that in addition to the necessity of substance abuse treatment
programs in jails, a continuum of care in the community is

essential.

We found that, among jail inmates, fewer than one third of
those referred for treatment have received treatment in the
community in the past. The majority of the group is indigent or
without private insurance to cover the cost of treatment. We know
that they face serious environmental risk factors upon their
release from jail, such as a lack of employment and employability,
a lack of education, housing and transportation problems,
insufficient basic life skills, estrangement from family members,
and the exposure to the same people and environment which help fuel
the reintroduction of illicit substances in their post-
incarceration lives. We know that substance abuse treatment in
jails offers the best opportunity to reduce the high rate of
recidivism and to slow the revolving door cycle through the
criminal justice system. We know that the absence of in-jail
treatment programs and linkages to community treatment agencies
following release from jail, means that the vast majority of
serious substance abusers will return to the streets without
gaining the skills necessary to prevent a return to substance abuse

and criminality.

We know that the 3jail setting offers an opportunity for

abstinence. We know that abstinence affords inmates the
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opportunity to begin not only addressing their substance abuse
problems, but their other physical, emotional, and spiritual
deficits which they may be experiencing. We know that the
successful reintegration of offenders into main stream society
depends on a holistic approach. We know that an opportune time for
intervention in the substance abuser’s lifestyle can occur within
the jail. A jail is the first stop in the criminal justice system
for a community’s more serious substance abusers. The jail offers
a controlled environment, where wmedical and psychological
stabilization occurs and life’s basics are provided. We know that
inmates have time to focus on treatment issues and that inmates are
more amendable to treatment, even though it may only be due to
their belief that it may make a more favorable impression on the

court or other authorities.

We now know that successful drug treatment programs require a
continuum of treatment in the community following release. This
community 1linkage includes case management re-entry treatment
planning services with appropriate community treatment providers,
prior to release. We know that inmates benefit from in-jail
programs, because it affords them the opportunity to make a
difference in their own lives and that of their families. At the
same time, we also know that in-jail programs benefit the jails
themselves, by reducing inmate idleness which makes for a wmore
secure and safer institutional environment. We know that

communities benefit, because treatment offers an opportunity to
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intervene in the inmate’s cycle of dependency by providing
detoxification, medical and psychological stabilization, etc. It
allows inmates to consider new clean, sober, and crime-free goals.
The community further benefits by reducing the rate of recidivism
following release into community treatment. Finally, those who do
recidivate show a tendency towards longer noncriminal periods and
less severe offenses, rather than the expected pattern of

escalating severity.

This last point is especially important in determining what
success is. In other words, what defines a successful treatment
program? I think that most would agree that programs which result
in persons becoming substance- and crime-free, as well as becoming
contributors to society as opposed to takers, would consider this
the ultimate success. However, most wultimate successes are
achieved one little success at a time. In striving for the end,
the means must be deemed invaluable to the equation and thus,
successes in and of themselves. Many substance abusers who go
through treatment will relapse -- This does not mean that the
treatment program did not succeed. If jail days have been reduced
or if criminality has been even temporarily avoided, we have

achieved some measure of success.

In considering the issue of success, there must be a vehicle
in place to help determine what is, and is not, being achieved. It

doesn’t matter how great or inadequate a program is if no one knows
g q g
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whether or not the program is succeeding or failing. Another
indispensable component to any program is the objective, unbiased,
collection and analysis of empirical data that will serve to
validate success and/or failure. I would add that this can only be
accomplished through a commitment to follow participants for a
reasonable period of time after their program participation has

been completed.

Also important to a successful drug treatment program is
ensuring that there is no availability of drugs in the correctional
facility. 1In order to do this, a policy, similar to the military‘s
zero tolerance policy, must be adopted. The more successful zero
tolerance programs include drug testing. Generally, inmates in
jails that practice zero tolerance are subject to frequent, random,
and targeted drug testing; frequently enough that inmates have an
expectation of consistency in the application of drug tests. They
are done randomly to ensure that there is no real or perceived
predictability in the pattern of drug testing. Finally, inmates who
are suspected of drug use are targeted for drug testing. Properly
trained professional correctional personnel are taught to observe
inmate behaviors in order to point out those who should be targeted

for drug testing.

Inmates who test positive for drugs must receive swift, fair,

and appropriate sanctioning. This demonstrates to the inmates



150

~-10-
involved, and others in the jail, that the facility is serious in

its efforts to be drug free.

Along with the drug testing program, efforts naturally must
also center on keeping drugs and drug paraphernalia outside of the

secure perimeter of the facility.

Thank you for this opportunity to provide input to this
subcommittee. We are missing the opportunity of a lifetime to make
positive impacts on crime rates, arrest rates, and incarceration
rates by ignoring the power of grass roots, community abilities at
addressing the nation’s drug and alcohol problem, in favor of
waiting until an offender has become accustomed to the criminal
justice system and in fact, has become part of that culture. Jails,
with the proper resources and in the hands of jail professionals
and community agencies, represent our best chance at tackling the

substance abuse problem "up stream".
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Mr. BARR [presiding]. Thank you, Mr. Hill.

Mr. Pratt, if you would please proceed to summarize your testi-
mony, and I would remind you, again, that all the witnesses’ full
statements, whether they read them in their entirety or not, will
be included in the record.

Mr. PRATT. Yes. I have included with my remarks a summary of
five studies of drug alcohol treatment programs in county jails
throughout the country, and you have that evidence on hand. And
my remarks have a lot to do with that because we have chosen a
specific goal. That goal was what was the results 2 years after
treatment of the 90-day treatment programs in county jails. I want
to tell you about studies that give strong evidence that drug alcohol
treatment greatly reduces recidivism in county jails.

In 1981, a $30,000 study by Dr. Brian Vargus of our substance
abuse program in the Marion County Jail in Indianapolis shows 47
percent of the inmates treated did not return to jail 3 to 5 years
after treatment. I will mention that this was not a self-reported
program. Dr. Vargus sent out Indiana University students to call
on these people and their families and substantiate what had hap-
pened to them.

A control group of the same sort of addicted inmates not treated
showed 74 percent had returned to jail. This is a 27-percent reduc-
tion in arrests due to treatment. In 1997, a study of the same pro-
gram in Indianapolis showed 66 percent reduction in recidivism 2
years after treatment.

We have submitted to you a summary of four other studies of 90-
day treatment programs in Portland, OR; Montgomery County,
MD; Chicago; and Alexandria, VA, done largely by Ph.D.s com-
paring the persons treated with control groups of not treated per-
sons and showing an average of a 54-percent reduction in recidi-
vism 2 years after treatment.

Since these are repeat offenders arrested 3 to 12 times in the last
few years, these statistics reflect a really massive reduction in ar-
rests. For example, in Indianapolis, we treated Bill P. in 1978, he
had already been arrested 53 times for drunkenness offenses. Since
treatment, he has been sober and never arrested again. He has a
good job, a wife, and two children. He could have been arrested an-
other 53 more times without treatment.

I will also mention, George P, who was treated in 1979. He is
now sober for 19 years. He has been a professor at Indiana Univer-
sity and is a Methodist minister.

Let’s consider financial savings. Of the 183 persons studied last
year in Indianapolis, 66 percent, or 120, have not been rearrested
since their treatment in 1995, so we saved 120 arrests in that pe-
riod of time. At $6,000 an arrest, and that includes court costs, 90
days confinement and probation, we saved $720,000 on arrests in
1 year at the cost of $43,000 for our treatment program, which was
largely done by part-time persons and volunteers. The Portland
study showed a savings of $760,000.

If drug alcohol treatment had been in the 2,000 major county
jails in the country at this time, the savings and consequent reduc-
tions in crime would have been enormous.

Why is such treatment in county jails so effective? First, because
of the courts mandating treatment for 90 days and following up for
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at least a year, they have clients long enough to get them away
from their compulsive habits and drug gangs, giving them an op-
portunity to form new habits and make new friends. Followup must
include random drug testing.

Now, it’s completely true that if you ask persons what drugs they
have been on, if you try to have interviews with persons, many of
them are very afraid of telling you that they have been on drugs
because they will be indicting themselves. So random drops are
very important in really studying this. But they are even more im-
portant in respect to the recovery of the individual because, as Dr.
Satel had said, this is a crisis of the will in addiction, and when
the will is reinforced by the courts who are saying, in effect, yes,
you must have this, and you must have random drug testing, it re-
inforces the person’s ability to stay sober. It is an instrument of
treatment, not simply an instrument of study. So the funding, the
45 million that the Government is putting into drug testing is very
important in the success of treatment.

Followup must include random drug testing. This pressure
serves as a fence against drugs and alcohol, so the use of man-
dating power is at the heart of our success in county jails.

The private field of treatment, hospitals and clinics, frequently
do not have the insurance funds to keep addicts in treatment 80
days, nor the legal power to mandate drug testing after treatment,
and therefore could hardly be anticipated to achieve the results of
jail and prison programs. We advocate a study of comparative effec-
tiveness of mandatory versus nonmandatory programs.

Second, in the county jails we get them when they are young,
often, 17 years old, and can help to redirect them to education,
jobs, and better family relationships before they go to State pris-
ons. I have had them at 13 years old. I have done groups with 13
year olds. Their response is excellent.

Senator Lugar’s bill, S. 1876, and Representative Burton’s bill,
H.R. 4039, currently in the Senate and House, mandate jail-based
substance abuse treatment for a minimum of 90 days, with 1 year
after clear. They appropriate no new funding, but mandate 10 per-
cent of the funding for drug alcohol treatment in State prisons to
go to the county jails, a minimal expense to start a dynamic initia-
tive against crime. And we find that at least half of our persons
are involved in other kinds of crimes as well as drugs and alcohol,
stealing, prostitution.

It is hard to imagine the effect that starting a drug alcohol treat-
ment has on the morale of the enforcers of the criminal justice sys-
tem at the local level. Imagine how police feel, locking up the same
prisoners time after time; 85 percent of the 13 million persons sent
yearly to the county jails are recidivists on drug, alcohol offenses.

When we established drug alcohol treatment in the Indianapolis
jail in 1969, within a few years we also had a GED program, case
workers, job placement, a work relief center and then a followup
home detention program. We had taken the initiative against
crime.

In Monticello, IN, when I trained the sheriff's department and
drug alcohol treatment——

Mr. BARR. Excuse me. Mr. Pratt, if I could very respectfully urge
you to sort of move forward fairly quickly, so we can give the other
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panelists a chance to present their important points and then leave
sufficient time for questions.

Mr. PRATT. [ am just about done. Thank you.

Mr. Ernie Turner soon had Monticello’s sheriff's department
clearing White County of marijuana. They are really waging a war
on drugs. We must, I repeat must, give the county jail sheriff's de-
partments the power to take the initiative against drugs.

Talk about taking the initiative to restore positive morality in
America, we are doing it. In treatment, we role play out family con-
flicts and encourage fathers to make the decisions to support their
kids, boyfriends to marry their live-in girlfriends, and married cou-
ples not to divorce. We encourage forgiveness of self and others.
One fourth of our clients get their GED’s. We ask our clients to
choose their own way back from addiction, whether it be AA, Nar-
cotics Anonymous, church, rational recovery, or their own pro-
grams. We bond easily with our clients because we really listen to
them and are willing to admit our own faults and addictions. We
also confront them with their faults and addictions.

In short, we are the spearhead of sort of a spiritual movement
that brings hope for a second chance to many young men and
women who never had a first chance. For the sake of God and the
common man, please support Senator Lugar and Representative
Burton’s legislation. The American Jail Association, the National
Council on Alcoholism and the National Association of Counties,
who }ﬁ)ow the catastrophe of addiction, are supporting these bills
as well.

[The prepared statement of Mr. Pratt follows:]
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A Summary of the Results of
Substange-Abuse Treatment Programs in Five County Jails,

Studying Recidivism Two oxr Hore Years After Treatment

Introduction. This summarizes the results of 90=-day Drug/Alcohol

freatment Programs in Five County Jails, Indianapolis, Chicago, Hontgomery

County, d., Portland, Oregon and Arlington, Virginia, at least two years

after treatment. Studies include comparison groups of arrested persons who

were not treated bud had similaxr arxest, age, sex and race with those treated.
Chicago, MontgomeryCounty and Portland showed an average 49% reduction in
recidivism; Arlington, 59%; Indianapolis, %$6%. The Indianapolis Progran
{with the largest cut in recidivism) saved Marion County $720,000 in reduced
arrests at a cost of $43,000 for treatment in the year 1997 alone. These
programs were chosen because they were documented by research and were of high
quality of treatment.
1. In 1978, Dr. Brian Vargus commenced a two-year study of clients

treated in the Marion County Jail Program in Indianmapolis.l Dr. vargus

Tound that, three to five years after treatment, 20% of the clients had
abstained completely and 40% had sufficiently altered their abusc patterns
‘50 as nét'to have been re—arrested. He determined that, of the clients
treated, 47% had not been re-axrested. !e measured a contxol group of
offenders (wio were similaxr in arrest charges, age, gender and race) but

had not Leen treated and found that 74% had bLeen arxrested. The program had
reduced recidivism by 27%. e concluded that the psyehotherapeutic treatmont
provided “had all the indications of being hiagnly beneficial aml successful.”
fhis encouraged us to study substance abuse treatment programs in other county
Jails.

2. A residential drug treatment program called Tmpact, the Integrated

‘Biltiphasic Program of Assessuont amd Camproehensive Traatment,? Iacatoed

in the Coak County .Jail in Thicago, began accepting lumates in February

-1



15656

of 1991. Out of the 453 inmates who were in the program, those who left
it within the first month were re-arrested, on average, within 99 days
of release, compared to an average of 178 days following release for
those inmates wito stayed in the program at least three, but not fewer
than five, months. A 51% reduction of recidivism was achieved. The
rate of re-arrests decreased with the length of stay in Impact.

Recidivism in this study was compared with three control groups
which were conftituted on the basis of how long each group had been in
treatment. The study of this program states, "The overall recidivism
rate was S51%; that is, apparently one half of the Impact Clients were
re-arrested during the follow-up period...About 69% of those within the
1 to 30-day group compared with 55% in the 31 to 90-day grxoup. 41% in
the 91 to 150-day group, and 45% in the 151 and more-day group.' The 31
to 90-day group is the treatment time comparable with the time of the
other three jail programs studied in these papers.

3. In Maryland, a 24-month follow-up study was conducted of a jail
treatment program funded by the Center for Substance Abuse Treatment.3
The study consisted of 296 offenders participating in the Jail Addiction
Services program and a statistically matched comparison group of 232
offenders. The jail program consisted of ter weeks of an intensive
treatment program in the Montgomery County Detention Center. Offenders
participated in a modified therapeutic community with assigned correc-
tional officers and treatment staff from the local health department.

The evaluation found that 38.5% of the JAS participants were re-arrested
within 24 monthks compared to 48.7% of the comparison group. As shown
here, participation in jail treatment reduced the probability of rccidiv-

ism by 25 per cent and participation in jail and community treatment reduces
the prebability of rearrest by 500 for the avarage offender.

-2
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4, In Portland, Oregon, an evalmation of an in-jail intervention program
and a comparison group4 showed that females in the program group had 44% fewer
subsequent arrests than their compsrison group counterparts. 'ales in the
program's gronp had 27% fewer subsequent arrests than their comparison group
counterparts. Males in the program had 23% fewer snbsequent serious felonies
(Class A and B) arrests than their comparison group counterparts.

This would result in an estimated savings of abont $713,888 for the jail
alone (based on an average LOS of 17 days and an average of convictions of 47
days and a cost of $90/day for jail bed space).

'teanwhile, in Marion County (Indianapolis, Indiana), Community Corrections
had added tn tHei; Substance~Abuse Program a GED Pfogram, Casework and a Work-
Release Center. A second study made two vears after the 90~day treatment pro-
gram revealed that 66% of the 183 clients studind had not been rearrestcd.s
This removed 120 addicts from the prison system. TIf the average cost of arrest
pexr person is $6,000, this then saved the County $720,000 in rearrest. Since
it might be projected that these recidivist clients, already arrested 3 to 12
times, might have an average of S5 future arrests, the savings would be much
greater. Also, 120 tax-consuming clients -ight have become tax-paying citizense

5. A stndy by the Alexandria Detention Center of 100 addictive clieats
treated for 90 days in the ycars 1993 through 1996 in theix Seber Living Unit
showed 59% not being rearrcsted two years later against a group of inmates not
treated, matched not in offenses but age and sex only. The rcarrest rate for
thosc not treated was 447% but many nf thesc inmates were sent to other prisons
(where they c~uldn't have been rearrestcd).(’

In 1990, the Americcn Jail Association undertnelt the initiative to treat
addiction in the jailss. T2y collaborated with res~zrchers PPetcers and ‘ay

make a survey of addiction treatment in County jai15.7 The survey

-3 -
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showed that mnre than 750 of the 1,700 jails had nn form of treatment
whatsoever.

After tlie Furderal Government's withwdrawal €(ram treatmeal in the mid
807s, the tremendnns pressure of druas/aleohol in the late 80's began to
favea prisons and jaills to andertake addiction treatment themscolves.

The success of six months' to a year's treatment by Therapeutic Comnmunities
(TC’s) in the State and rfederal prisons showed that drug addiction could
be curtailed, if not cured, is a breakthrough in medicine.

In California penal institutions, 120,000 addicted inmates were treated
in 1991-92. 1In its CALDATA study, Chicago University's National Opinion
Center tabulated the results of the treatnent® and found that a savings to
Calirornia of 1's billion dollars derived from the reduction of recidivism.
Inmates who weée formerly wards of the State had become tax-paying citizens.

The Rand Corporation$s numerous studies of drug/alcohol treatment in
penal institutions stated that, for every dollar spent for treatment,
seven dollars would Le saved by the reduction of recidivism and ancillary
savings in costs of courts, police, jailing and probation.

In 1994, Representative Charles Schumer, inspired by the studies of
Dr. Douglas Lipton? pushed through Congress a mandatory addiction treat-
ment in states and "locals" (jails). The "Residential Treatment for
Addictions for $tate Prisomers™ LIill authorized aver 5200 million for a
five-year perind. In practice, most of this funding went tn State penal
institutions rather than to the County jails, through which passed, in
1996, some 13 million prisouners, of whom 75 to 80% were estimated to have
been arrested for drug/alcnhol-related offenses. The increased usc of
aleonhol, cocaine, heroin and marijuanz were the principal culprits,
resulting in drug-related activities costing the Counties more than forty
Lilliemn dollars.

Fhe national recidivisn rate in county jails, arncoerding to the Department

of rustice, is 25%. above pronrams show recidivism cuts ol about

Y. IL the sean recidivisa rate i countics is 253, thais
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-hows a very consistent reduction of 25% of drug/alcohol clients treated in
Eounty jails. Why 25%? The question nceds study, but I think that these 25
percenters were at least subconsciously '"ready'" for a morc purposeful life.
The reduction of recidivism is 5 to 7% more successful when there is

adequate aftercare., Examples of such aftercarc are found in Cleveland and
Tucson where Probation Departments use consistent periodic urine tests for

up to 24 months of Probation. This helps to keep addicts sober long enough
for them to adjust_to a drug-free life and to make new friends, persons unlike

their former drinking and/or drug-using cronies.

If universal substance-abuse treatment were achieved in the county jails,
an estimated two rmillion persons would be treated over a threc-year period at
a savings of ten nillison arrests. No wonder that General McCafferty, Director
~f the Office of Mational Drug Policy Control, urged that a major role be given
to treatment in the war on drugs.

The €ounty Jails must play a centrzl part in this treatment role, for it
is mainly in the County Jails that the incipient alcoholics and drug addicts
first enter thc correctional system. Should we not deal with them at their
first incarceration and thus greatly reduce the number being sent on to the

State and Federal Penetentiaries?
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Mr. BARR. Thank you, Mr. Pratt.

Dr. Lipton.

Mr. LiproN. Thank you for inviting me fo testify about correc-
tional treatment that works, and I am enthused about this. I hope
you catch some of the optimism that I feel.

Addiction treatment is obviously a critical component of the Na-
tion’s war on drugs and the incarceration of persons who were
found guilty of various crimes who are also chronic drug users pre-
sents a propitious opportunity for treatment. It is propitious be-
cause these persons would be very unlikely to seek treatment on
their own and, without treatment, they are extremely likely to con-
tinue their drug use in their criminal careers after release. Now we
have, I am pleased to say, an effective series of technologies to
treat them while they are in custody and to alter their lifestyles.

I feel genuinely optimistic regarding our ability to effectively
treat people who are normally deemed by conventional wisdom to
be irredeemable or very high risk, namely the chronic heroin and
ccl)lc?ine users with extensive predatory criminal histories that we
all fear.

The high-rate addict offenders, such as these commit 40 to 60
robberies a year, 70 to 100 burglaries a year, more than 4,000 drug
transactions a year, and we have reliable evidence from—and I will
cite the studies to you that have substantiated a consistent reduc-
tion in recidivism after treatment, during incarceration, plus
aftercare. This reduction has been, remarkably in the field of social
science, very consistent across these five studies, in the range of
about 25 percent between those treated and those in comparison
groups. That is a difference like 75 percent success versus 50 per-
cent success for those who have no treatment.

This is a substantial and tangible improvement in their behavior
and consequently for quality of life. And I could describe to you, it
is all in my remarks, about the specific findings in these studies.
But I want to first make it very clear that as a researcher, I have
been involved in this process since 1963. I am a professional skep-
tic. I was a contributor, perhaps, to the most important document,
“The Effectiveness of Correctional Treatment,” which came out in
1975, as the senior author of that document, which for whatever
damnation you may throw at me, said that relatively little works.
So I come from a standpoint of examining the data objectively and
carefully, and here I stand, saying to you that I see successful out-
comes. I see successful outcomes for correctional programs, which
has been sustained over time and across projects, with groups of
offenders who are otherwise highly likely to relapse to drugs and
return to crime. It makes me sit up, at least, and certainly take
notice and to report to you these results which have now been re-
markably substantiated in study after study with differing popu-
lations. I convey to you my conviction that prison-based treatment
for drug offenders works.

The studies that I have been referring to, the Staying Out
Project, the Cornerstone Project in Oregon—Staying Out is in New
York, Amity Donovan in California, the New Vision Project in
Texas and the Key Crest Program in Delaware. Research dem-
onstrates that these prison-based therapeutic communities that in-
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clude aftercare programs have been markedly successful with drug-
abusing offenders.

I also want to share with you in this very brief period some pre-
liminary findings from a 4-year study we have just completed. The
study of the Correctional Drug Abuse Treatment Evaluation
Project, or CDATE, began in 1994 with funding from the National
Institute on Drug Abuse. It is a comprehensive, detailed review of
the evaluation research on the effectiveness of criminal-justice-
based intervention programs for offenders in any form of custody.
It is a meta-analysis of all published and unpublished research
gathered from 1968 until 1997. We pulled together over 10,000 doc-
uments. There are 1,600 studies in this data base that I will be re-
porting very briefly to you, and it is just 30 years since the closeout
of those studies that we did in the first book I referred to earlier,
“The Effectiveness of Correctional Treatment.”

We have sought out all credible evaluations, adult and juvenile,
drug abusing and nondrug abusing alike, and examined them with
the intention of informing policy and practice in the most meaning-
ful way. Now, without going into detail about each of the program’s
findings, let me just assure you that the results are clear, robust,
and consistent over time. The results, for example, with untreated
controls, with reincarceration being the outcome variable in the ex-
periments we did in Amity and Donovan Prison in California, the
untreated controls did about the same, 50-50; 50 percent reincar-
cerated, 50 percent not reincarcerated.

With the therapeutic community and aftercare, the success rate
was 91.8 percent after 1 year following parole as of mid-1995. That
is 91.8 percent success. And reincarceration 2 years following pa-
role was 86 percent success for that same group, as compared to
only 32 percent success for the controls.

The similar percentages have been achieved in all of these, and
please note that I said plus aftercare. One of the strategic elements
in treatment is not just ending the treatment at the gate of the
prison, but continuing in the community for at least 1 year, per-
haps as much as 18 months. These individuals who have been
through these programs, chronic heroin and cocaine users, for the
most part, and indeed, in Donovan, about 15 percent were there for
murder or very, very serious assault offenses, there were about 40
percent who had some kind of violent offense. So here we have an
approach which not only works with drug abuse but also with vio-
lent offenders.

Now, we are talking about an appropriate intervention used and
applied over a sufficient duration, and with that sufficient duration
and adequate treatment continued with aftercare, three out of four
are going to succeed, reenter the community, and subsequently
lead a socially acceptable life.

Now, the study CDATE, which has been pulling together all of
this other research, we have got 27 studies of TC’s, and there is
a consistent—now this is with all TC’s from all over the world that
have been researched carefully, and we have carefully looked at the
research methods to exclude those studies which are flawed, and
we conclude an average effect size of 17 percent for TC’s across all
TC’s, English TC’s, German TC’s, as well as American TC's.
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Now, let me just contrast that with correctional boot camps. We
have looked at 107 studies of incarceration and punishment pro-
grams. The overall mean effect size for those kinds of programs is
zero. That means that you just might as well not do it. I mean, it
has the same results as no treatment. What happens when we
focus on boot camps? We have 24 programs that are boot camps,
called boot camps, and the average effect size is 0.04, which is
equivalent to a 4-percent difference between experimental group
and control group, and the no treatment group.

The one method which jumps out from all of our research, and
we have looked at over 150 treatment methods, is cognitive behav-
ioral and social learning training, training of social skills, training
of problem solving and avoiding thinking errors, training of self-
control, anger management, and other social learning and cognitive
behavioral training. We have annotated 54 studies of cognitive be-
havior of social learning programs. The average effect size is 0.13,
which is a 13-percent difference.

Now, let’s make sure we understand there is a real difference in
the nature of the populations that these methods have been applied
to. The TC’s I was talking about have been applied to the most se-
rious, most difficult offenders, the predatory cocaine heroin users.
Cognitive skills have been applied much more broadly, not only to
drug abusers but non-drug abusers as well, and it is the most con-
sistent type of treatment in terms of positive outcomes. Far, far
dominant are the number of treatment programs that are far more
consistent, and their results in terms of reducing recidivism and
their studies are better in terms of the degree of confidence we can
have in the outcome. So I think this can give you some clues as
to where perhaps the best investments ought to be made of con-
gressional dollars, of tax dollars.

The degree to which we can be sure about this is relatively high,
and most social scientists, as you know, don’t go around talking
about a great deal of confidence; they talk about equivocation, for
the most part. Having been one for a long time, I can tell you that.
But, nevertheless, the majority of the studies clearly point to posi-
tive outcomes, which makes me feel very confident that we have
technologies that work. Thank you very much.

Mr. BARR. Thank you very much, Dr. Lipton.

Dr. Taxman, if you would clean up for us and briefly summarize
the key elements of your testimony, and then we will have ques-
tions of the panel. Thank you, Doctor.

Dr. TaxMAN. Thank you very much and thank you for giving me
this opportunity to share with you almost 20 years of work in field
research in the area of treatment for-criminal justice offenders, and
more recent work I have also done in evaluating services for sub-
stance abusers within the community context.

What I want to do this morning is start from the basis that we
have a body of knowledge now that suggests treatment is very ef-
fective. As my colleagues this morning have discussed, a number
of studies, albeit with some methodological limitations, continue to
show that we can get great benefits to the individual and society
from using treatment and prevention technologies.

The thing that I guess causes questions to yourselves and others
is this notion of how do we institutionalize the good results that
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happen within studies; how do we make programs work better in
the general framework of how they are delivered in our commu-
nities, whether that be in the jail or in a prison or under super-
vision; or for different types of populations, whether it be moms
who are users, whether it be, you know, people who are involved
in the criminal justice system, young adults, that is the real ques-
tion.

My research as of late has focused on looking at the systemic as-
pects of how systems work and how we can put in place responsive
systems of care. I hope that you will consider this because I think
one of the things that we often do is assume that if we provide a
program, we are going to solve all these problems. As you probably
know better than myself, there are no silver bullets in many situa-
tions in life. This is one situation with an addictive population
where we have to begin to look at how we put in place a system,
because one of the things with an addictive population is you have
manipulative behavior. You have behaviors of people who do not
want to change and often cannot see how their problems have
caused problems for themselves and those around.

As Dr. Vereen talked about, this is not only a problem in addic-
tions, it is also a problem in other lifestyle decisions or disorders
like diabetes or asthma.

The question becomes, how do we institutionalize it? I have pro-
vided a paper for you I did for the Office of National Drug Control
Policy, and I have done some summary points that I hope you in-
clude as part of the record. But I really want to summarize four
different points because I know time is short today.

I also want to talk about how I am drawing upon mostly the ex-
perience with criminal justice populations, but as I have been
working with the public health treatment community, the same
principles can apply in other settings. In fact, I can share with you
some pilots that are going on in Montgomery County, MD, right
now that deal with welfare moms and mothers under child protec-
tive orders that actually use these same four principles.

To begin with, we must look at our treatment system. We have
a very fragmented treatment system. Most programs exist on a
shoestring. Most programs are episodic. The Haymarket program
that was discussed earlier is a unique type of program in the sense
it has multiple levels of care. In surveys that we have done in the
public health community—we find and this is repeated in the
DATOS studies that you are obviously aware of--the majority of
programs are outpatient programs that are 3 to 6 months in dura-
tion.

What that generally means is you have someone who has an ad-
dictive disorder, who is going to an outpatient clinic one to two
times a week for a very short period of time, and we are asking
people within those settings to begin to address their problems.

The reason that residential programs are attractive, the reason
that things called intensive outpatient programs are attractive is
because they offer the opportunity to provide more structure and
to help someone resocialize and relearn how to live a life without
criminal behavior or without substance abuse.

But that is not how the public health systems in most cities and
jurisdictions operate. They operate in an episodic program that ba-
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sically someone goes into in a short period of time. What we see
and what you are concerned about, rightfully so, is the fact we
have high dropout rates in these types of programs. They don’t en-
gage people; people don’t stay with the program.

As part of one of the projects I am involved in, which actually
this committee provides support on, is the Washington-Baltimore
HIDA. We have a treatment component that has put in place a
continuum of care, and the continuum of care concept is the same
concept Dr. Lipton talked about, this notion of keeping people in
treatment for an extended period of time in multiple phases. It can
work from jail to the community, it can work from prison to the
community, it can work in the community setting for people under
probation or child protective orders in which people are engaged in
treatment for a longer period of time.

What we have found in the Washington-Baltimore HIDA project
where they instituted in 12 jurisdictions this notion of a con-
tinuum, more offenders that have an average of nine prior re-
arrests and five prior convictions. We have an 85-percent retention
rate in treatment, which is remarkable because these offenders
have had prior histories of dropouts. We also have seen a very sig-
nificant reduction in the probability of rearrests.

I can share with you another study we have done, that 1 have
actually done in jails, and they mimic some of the studies Dr.
Lipton talked about, about the importance of a continuum. Essen-
tially what we found is when you have jail-based programs with
aftercare, you can reduce the rearrest rates by almost 50 percent,
and that is very critical as we begin—you particularly begin to
think about, you know, the residential substance abuse block grant
dollars which limit the funding only to prison environments and do
not provide communities with the ability to use some of those funds
for those offenders.

The treatment system is an area in which more accountability is
needed and more accountability needed in terms of forcing system
changes. And I actually applaud efforts that everyone is under-
taking right now to develop performance measures, because I think
over time that can really improve the quality of services.

Another area that I want to talk about briefly is the area of
criminal justice leverage. You have heard a lot about leverage this
morning. The question is—as we all talk about coerced treatment,
but no one really knows what coerced treatment is—just because
the criminal justice system says to someone, “You should go to
treatment” does not always mean the treatment provider is pro-
viding the same level of coercion or understanding that leverage.
We need to work on improving the quality of supervision for clients
who are involved in treatment programs.

You have heard a lot of discussions this morning about prisons
and jails. I implore you to look at the area of probation supervision.
Eighty percent of the offenders involved in the criminal justice sys-
tem are on probation supervision. Thirty to eighty percent of the
entries into jail, or prison, are from revocations from community
supervisions. Improving the quality of supervisions for offenders in
treatment will make a very large difference in outcomes, reductions
in crime and reductions in drug use, and we can’t forget that crit-
ical component.
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Related to that is the notion of sanctions. We heard from Dr.
Satel this morning about leverage. We have interests right now
about sanctions, and sanctions are, in my perspective, a new way
of supervision, of enforcing rules, of making offenders accountable
and, I might add, making the criminal justice system and public
health system accountable.

I could tell you stories that I have seen in my research that
would probably raise some eyebrows about, you know, discharges
from treatment programs—no one really knowing, information not
being shared—therefore there can’'t be an opportunity to penalize
someone who is not fulfilling their treatment obligations.

Sanctions are similar to the concept of behavior modifications.
They are reinforcement of the message of accountability for the of-
fender, as well as within other systems. Sanctions are the poten-
tial, and we have seen this in studies in Oregon and in South Caro-
lina, where they apply graduated sanctions to reduce revocations
and to reduce intakes into prisons, which have tremendous costs
and benefit to society.

Last is this notion of drug testing. Drug testing is a very valu-
able resource. What [ am amazed at is how little funding criminal
justice and public health treatment agencies have for drug testing.

I'm working with the State of Maryland—most recently they
have reported that they spent about $250,000 on drug testing,
100,000 probationers and parolees, and that is all within their ca-
pacity to do. Now the State has put more money into drug testing
as they have implemented a new program called Break the Cycle,
which is modeled after some of the break-the-cycle programs
ONDCP and the Office of Justice programs has been sponsoring.

The critical part of drug testing is to tie it into managing the ad-
dicts so you reduce their criminal behavior and their substance
abuse, and the only way that can be done is if agencies have the
ability to drug-test clients and use that information as a way, as
Dr. Satel talked about, of keeping their commitment to treatment.
So the whole issue of how we fund drug testing becomes a critical
component as we begin to think about these systems.

As part of that, I also think there is a tremendous need to tie
together the treatment systems and other systems in terms of shar-
ing information and sharing data about clients that can be used to
manage the risk of the substance abuser in the community, and I
think that there is a need to begin to look at some of these tech-
nologies even more so.

In my brief time this morning, what I have tried to do is outline
for you that this protocol of treatment testing, sanctions, and crimi-
nal justice leverage can be part of that silver bullet, I guess, if you
want to add, to begin to really look at institutionalizing the bene-
fits we can get out of treatment.

Related to that is the need to develop those performance meas-
ures. My estimate is that, you know, what we have seen in the
CALDATA studies and the RAND studies about the benefits of
treatment, if we added the testing, if we added the monitoring and
sanctions components with treatment, that we could almost triple
thg benefits we get out of the treatment dollars that are spent
today.
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In conclusion, I would like to thank you for this opportunity to
share with you some very exciting work and the excitement of the
field, actually, from what I hear of public health treatment pro-
grams, as well as from criminal justice agencies, with the realiza-
tion that helping people resolve some of these long-term problems
is feasible, if given the proper resources to put some of these pieces
in place. Thank you very much.

[The prepared statement of Dr. Taxman follows:]
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Getting 7o Results: 12 Easy Steps to Effective
Treatment in Crime Control Strategies

by
Faye S. Taxman, Ph.D.
University of Maryland, College Park

Surveys report that the public supports the expansion of drug and correctional
treatment services resulting in a policy quagmire. Limited funding for programs results
in many programs operating on a “shoe string”. Programmatic efforts are fragmented
(i.e., episodic, sporadic, etc.), instead of part of a continuous system of care, resulting in
many short-term results and little public satisfaction with the results. Less than 15
percent of the offenders receive some type of drug treatment services. even though the
general impression is that services are widely available and comprehensive. Yet, research
studies continue to affirm that substance abuse and correctional treatment programs

duce crime and drug use.

The challenges facing the criminal justice and drug treatment systems are to
institutionalize the positive results from the piloted programs. Instead of focusing on a
single program. the focus needs to be on developing a responsive, cost-effective system.
The time has come to develop a responsive system of care and control instead of
fragmented services which is outcome driven. Until the criminal justice and health
systems develop sysiems of care that hold substance abusers accountable, the public is
unlikely to feel confident in the results from these services. The policy quagmire will
continue with low levels of support and continuous questions—while simultaneously
realizing that that treatment and correctional programs hold future promise for controlling
and changing behavior of those that contribute the most harm to society. The focus needs
on strengthening the treatment and correctional svstems which has the advantages of
reducing crime and the costs of crime 1o society as well as improving the integrity of the

services delivered.
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The following discussion will borrow from three efforts to develop and put in

‘place systems that are responsible for long-term behavior change among substance

abusing offenders.

Taxman

The Office of National Drug Control Policy (ONDCP) has been sponsoring
the development of a seamless system of (treatment and sanction) care in 12
jurisdictions as part of the Washington/Baltimore High Intensity Drug
Trafficking Area (HIDTA) program. The Washington/Baltimore High.
[ntensity Drug Trafficking Area (HIDTA) program implemented a coerced
model of treatment featuring quality treatment services, drug testing, and
sanctions. The result of the model are that: 1) 85 percent ot the offenders
completed their first phase of treatment and 65 percent continued into another
phase which increased the length of involvement in the treatment process:
and. 2) 88 percent of the offenders did not have any involvement in the
criminal justice systems (new arrests) during nine months in the community.
The average HIDTA client had nine prior arrest and five prior convictions
and was rearrested an average of once every nine months. Without the
HINTA approach it is expected that all of the offenders would have been
rearrested.

The state of Maryland has expanded the seamless system concepts into a
tformal process to institutionalize coerced model of treatment for all offenders
in publicly funded treatment programs. Maryland's Break the Cycle program
is designed to ensure that the treatment and criminal justice system have the
sufficient components of treatment. testing, supervision, and sanctions in
reduce crime and substance abuse. Maryland has undertaken a
comprehensive approach to formalize processes among the treatment,
judiciary. correctional. and law enforcement agencies to prioritize efforts 10
implement systems of care that focus on long term behavior change.

The Residential Substance Abuse Treatment block grants are designed to
provide comprehensive drug treatment in prison/jail and then continue the

efforts in the community. The block grants provide the funding to expand

[
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quality programs in prison and jail. Systems are required to ensure that drug
testing and sanctions are used to monitor compliance and reinforce the
~ message of behavior change.

All three efforts—the seamless system in W/B HIDTA, Marvland’s Break the Cycle, and
the Residential Substance Abuse Treatment (RSAT)—are designed to put in place
systems that control the behavior of offenders creating harm to society. Along with other
initiatives in the Office of Justice Programs and several states, these initiatives derive
from the growing recognition that programs by themselves will falter without supportive
structures. An infrastructure is needed that is founded on the principles that produce
results of reduced criminal behavior and substance abuse. These structures must ensure
that the treatment and criminal justice agencies act in unison to focus on change in

behavior.
Background of the Problem

Over five million adults in the United States are under the control of the criminal
justice system. cither in prison. jail, probation. or parole. These five million Americans
account for 50 to 60 percent of the cocaine and heroin consumed in the United States.
Addressing the demand for drugs among this population is synonymous with addressing
the drug problem in this country—by 1argeting the addiction problem of the majority of
known consumers of drugs. we impact the marketplaces for selling drugs. the associated
crime and vioience. and improve the quality of life for many communities.

Coerced models ot treatment for the otfender population, although frequently
discussed. have not been implemented within the larger domain of the criminal justice
system. The involvement of the criminal justice system is an added bonus because
coerced models of treatment engage offenders in behavior changing interventions and
settings. control drug use and criminal behavior. and change drug consumption habits..
Since the majority of the offender population receives treatment services from the public
“=alth system. it is important that the criminal justice and treatment systems develop a

comprehensive coerced model that encompasses the components of effective programs—

™)
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~ontinuous treatment services. drug testing, and supervision and sanctions. The coerced
model must be reinforced by each system. instead of each system having their own goals

and priorities.

Issues Affecting the System of Care

The existing treatment and criminal justice systems often operate with their own
priorities and goals. Each system is accountable to itself instead to the other system. In
essence this works towards the systems not being held to standards of performance that
tocus on long term change in the behavior of offenders. The CALDATA and RAND
studies found that for each dollar spent on drug treatment saves $7 in criminal justice
costs. Drug treatment is so cost etfecuve that the money saved on crimes not commitied
just while offenders are in treatment is sufficient 1o offset the costs of treatment.
Seamless systems of care can ensure that for each dollar spent on treatment, testing, and

inctions 825 can be saved in criminal justice costs as well as untold amount of public
health costs. The integration of the criminal justice and treatment systems into a
systemic approach will improve public health and public safety outcomes.

The public health and criminal justice system have been affected by the following
issues:

e Harm reduction has never been a primary goal of the public health substance
abuse treatment programs. Instead the programs tend to operate on providing
a health service when the client is ready and willing

e Nearly one-third of the criminal justice offenders when offered treatment in
the community would preter jail time. The preference for jail is that jail is
perceived as “easier time” instead of being held accountable.

*  Many public health substance abuse treatment programs do not want the
criminal justice client because the client is perceived as being “difficult

client”. The first come. first serve service delivery system allows treatment

Taxman Getting to Results 4
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programs to select clients they would like to serve and “avoid clients with the
more difficult problems.” -

Retention in treatment is a major problem for all types of addiction programs.
Nearly half of the addicts in wreatment programs do not fulfill the requires of
the program. (According to the recent Drug Abuse Treatment Outcome
Study (DATOS) sponsored by the National Institute on Drug Abuse, criminal
justice referrals have better completion rates than volunteers for treatment.)
Offenders tend to stay longer in treatment as a resuit of the leverage of the
criminal justice system.

Treatment programs tend to be unstructured and too short in duration for the
needs of many addicts. Length of stay in treatment continues to improve
outcomes. Most programs are 90 to 120 days in duration and consist of a low
level of services (i.e.. once a week counseling services). Longer term
programs of nine months in duration and more intensive services over a
longer period of time are critical to achieving better treatment results. By
having program phases or a continuum of care (i.e., two consecutive
treatment experiences), jurisdictions can provide comprehensive services in a
cost effective manner.

Supervision and monitoring tend 10 be understated in terms of their value and
importance. It is critically important that the offender be responsible for both
treatment and supervision program requires to ensure that long tenn change
occurs. Supervision agencies tend to place little priority on offenders in
treatment programs unless the person does not attend the program. Usually
the monitoring is lax and does not reinforce the importance of behavior
change.

Treatment and supervision retention can be enhanced by a series of structured
responses that punish negatuive behavior (e.g., non-compliance. positive
urines. etc.) and reward positive behavior (e.g., completion of treatment

phases. attendance at supervision reporting, etc.)

Getting to Results 5
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e Drug testing is not widely available and test results are infrequently
integrated into program placement or supervision requirement decisions.
Drug testing information should be used to drive the treatment and

supervision decisions.

The seamless system approach attacks each component of the disarray among the
treatment and criminal justice system through a series of agreed upon protocols. The
coerced model is based on treatment and criminal justice agencies functioning as a single
agency instead of two separate units trying to “coordinate” and “collaborate” among
fragmented services and struggle over who “controls” the client. The system predefines
the components of care from each system to develop a package of services that are
provided by the respective agencies. This package includes drug testing, continuum of
treatment services, and sanctions to respond to non-compliance behavior. Pilot outcomes
suggest that system reforms are effective in developing systemic responses to offender
ehavior. Early findings from the HIDTA evaluation suggest reductions in recidivism

and drug consumption.

Components of Care—Responsive Systems
Most jurisdictions do not have an infrastructure in place to deliver long term
results—the tendency is to develop single programs (e.g., boot camps, residential
treatment. etc.) that are not oriented to a long term behavior change. A responsive system
must recognize that the goal of treatment is to reduce harm to society, particularly crime
and substance abuse. A responsive system must develop services that focus on long-term
change instead of “quick™. short term results. Such a system of care requires the
treatment and criminal justice system to develop processes that consist of the following:
e Assessment and Diagnostic Capabilities: The ability to understand the

driving factors contributing to the offenders “harm” to society.

Information on the substance abuse and criminal justice characteristics of

the person must be used to determine the nature and type of treatment as

well as use restrictions on liberties to control the person. .
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Program Placement Criteria: Placement in a program should be based on
the results of the assessment and diagnostic instruments. Program
placement should be designed to control behavior (supervision and
criminal justice monitoring) and to change behavior (treatment).

Quality Clinical Interventions focusing on behavior change and prosocial
value systems. The focus should be on interventions designed to change
behavior. The interventions must meet certain standards including being
sufficient in duration to affect behavior changes in offenders and using
effective intervention strategies. The focus should be on services that
consistent of different levels or phases including aftercare and booster
sessions to reaffirm the treatment interventions.

Quality Oversight and Monitoring through supervision services.
Supervision and monitoring services must be considered as part of the
treatment protocol. The criminal justice leverage involves using
restrictions on liberties to provide external control on the behavior of the
substance abusing offenders. Leverage is used to reinforce the importance
of long-term behavior change.

Drug testing to monitor progress in treatment programs. Technology is a
critical component of the process of monitoring progress. Drug testing
technology provides inexpensive means to determine adherence to
supervision and treatment conditions. The results must be used to
determine program placement, transition into other levels of care, and
amount of restrictions on the offender.

Sanctions to address non-compliance with treatment programs. Non-
compliance with program conditions. both treatment and supervision,
threatens public safety and the goals of long-term behavior change. An
important component of the monitoring is to use sanctions to modify
behavior—by placing constraints on the offenders in responding to

infractions. the goal is to exert leverage 1o deter further non-compliance.
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e Rewards to promote positive behavior . A system of sanctions must be
coupled with a system of rewards which provides positive incentives for
following the program rules and changing behavior. The rewards provide

the positive encouragement to make long term behavior.

Treatment is therefore consists of the treatment and monitoring (supervision) that employ
both internal and external control strategies to change the behavior of substance abusing
offenders. The challenges to putting this system in place involve the criminal justice
system (i.e., judiciary, corrections, jail, probation and parole) and the public health
treatment system defining systemic processes. These systemic processes will overcome
the barﬁers to good programs by ensuring that treatment and criminal justice systems are
committed to ensuring that the process of behavior change (i.e. motivation, commitment,

action, maintenance, etc.) are translated into programmatc features.

Twelve Steps to Adopting the Systems of Care Principles
The national strategy identifies treatment as a critical component of reducing
drugs consumption in our society. With offenders consuming half of the drugs and nearly
half of the slots in public health drug treatment programs, the seamless system model of
the W/B HIDTA model provides a formula for achieving this goal of reducing drug
consumption and crime in our most affected communities. Dealing with the offender
population requires a systemic approach that includes the following components:
e Reducing crime needs to be the goal of the public heaith treatment and
criminal justice agencies
e Using policies focused on controlling behavior of offenders and addicts is
critical to implementing seamless treatment and criminal justice systems
¢  Functioning as a seamless team is needed to manage the risk of the addict
offender
e  Using drug testing as a tool to manage offender behavior and measure

progress in treatment and supervision
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e  Ensuring that offender populations served by the treatment system are “high
risk” offenders with large daily addiction habits. By serving this population,
tt_l_e_ communities will benefit from the reduced harm posed by the hard core
add'ict

e  Matching services with offender needs is critical to achieve the largest
benefits in terms of crime and drug consumption problems ;

¢  Extending the length of treatment through a continuum of care will yield
better retention rates and longer term outcomes

s  Using behavioral contracts to bind the offender, treatment system, and
criminal justice system to expectations is critical to achieving outcomes

» Designating special supervision agents will ensure that the leverage of the
criminal justice system is present;

¢  Addressing non-compliant behavior in a timely and responsive process
through sanctions will ensure that the leverage of the system is used
appropriately to achieve public safety and public health goals;

s  Using rewards for compliant behavior will reinforce the systems commitment
to treatment as a crime control strategy

o Focusing on quality of services is critical to achieving long term outcomes.
The tendency to provide less services to more addicts has diluted the impact
of treatment and created serious concerns about treatment as an effective
crime control tools. Quality testing, treatment, and sanctions will alleviate
this perspective and demonstrate the value of community based healthand |

safety programs.

Effective treatment services are synonymous with effective criminal justice services.
The seamless system protocol provides a systemic process to address some of the
inadequacies of the existing service offered by treatment and criminal justice agencies. It
removes discretionary practices and institutionalizes operations to address the traditional
harriers to treatment for offender populations. Many scholars, policy makers, and

practitioners highlight how critical it is to provide good treatment services to ensure that
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“Se public has confidence in criminal justice policies. Through the seamless system
approach it is feasible to ensure that these policies become operational.

Taxman Getting to Resuits
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Reducing Recidivism Through A Seamless System of Care:
~ Components of Effective Treatment, Supervision, and
Transition Services in the Community

Over five million adults in the United States are under the control of the criminal justice
system, either in prison, jail, probation, or parole. These five million Americans account for 50
to 60 percent of the cocaine and heroin consumed in the United States. Addressing the demand
for drugs among this population is synonymous with addressing the drug problem in this
country—by targeting the addiction problem of the majority of known consumers of drugs, we
impact the marketplaces for selling drugs, the associated crime and violence, and improve the
quality of life for many communitics. The involvement of the criminal justice system is an
added bonus because coerced models of treatment engage offenders in behavior changing
interventions and settings, control drug use and criminal behavior, and change drug consumption
habits.

Cocrced modetls of treatment for the offender population, aithough frequently discussed,
have not been implemented within the larger domain of the criminal justice system. The
tendency is to implement programs 10 serve smaller populations rather than the masses of
offenders that need treatment interventions. Less than 15 percent of the offender population
receive some type of treatment services, although the majority of the services are self-help
groups and drug/alcohol abuse education (CASA, 1998; Peters, et al., 1992). The attractiveness
of program concepts such as boot camps, drug courts, jail and prison based treatment, day
reporting programs, and others continues the tradition of trying to deliver treatment services to a

small percentage of offenders. The focus on programs, instead of systemic policies and
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practices, negates efforts to provide widespread and effective treatment services in all domains of
-com:ctiona] control (e.g., jail, prison, parole, and probation). It reduces even more the likelihood
‘ that offenders will receive services as they move through the criminal justice system.

The vast number of studies on drug treatment over the last 20 years has clearly
demonstrated that drug treatment is a powerful tool in the “war on drugs” in a/! correctional
settings. The effectiveness is enhanced when offenders are provided treatment in jail/prison,
balanced by continued treatment in the community (Lipton, 1995; Taxman and Spinner, 1997).
In order to have an impact on the drug problem, drug treatment must be offered as a general
practice instead of on an isolated basis. Research has identified the components of effective
treatment programs that reduce drug use and criminal behavior. These research studies illustrate
how treatment services, in conjunction with drug testing, supervision, and immediate
consequences (sanctions), are critical components of an effective treatment delivery system.

This' paper presents a systemic case management model of substance abuse treatment,
testing, and sanctions for offenders implemented as part of the Washington/Baltimore High
Intensity Drug Trafficking Area (W/B HIDTA) project sponsored by the Office of National Drug
Control Policy (ONDCP). The focus of this effort is to reduce recidivism and drug consumption
among hard-core users of drugs, or offenders. This paper has four purposes: 1) to provide an
overview of treatment as a crime control measure; 2) to present the typical barriers to offenders
receiving treatment; 3) to identify core components of the W/B HIDTA seamless system of care,
particularly for transition services; and 4) to identify the core principles of successful treatment

and transition interventions.
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Treatment As A Crime Control Tool

A growing body of empirical studies illustrates the impact of drug treatment services on
7 offender criminal behavior and drug use. These studies continue to demonstrate that drug
treatment is a viable tool to address the drug consumption and criminal behavior habits of
offenders. The studies, ;s shown in Exhibit 1, show that offenders participating in drug
treatment services are less likely to be rearrested or return to jail/prison than similar offenders
who are not participating in drug treatment services. The importance of these findings is the
consistency across treatment programs offered in the community, in prison, or in jail. As noted
by Duffee and Carlson, *“drug treatment programs are so cost effective that the money saved on
crimes not committed just while offenders are in treatment is sufficient to offset the costs of

treatment” (1996:585). Drug offenders, when offered drug treatment services, have better

outcomes.
Exhibit 1:
n Major Studies on Impact of Drug Treatment Programs on
63 Recidivism 64
w - O Treatment
.. - B No Treatment
40
| P 38
[ 33
3 2
PR 1 24
20 - 18
10 ¢
0. - . I _
Stay 'n Amity Jail Texas TC Key/Crest
Out with Treatment
AfterCare and
ARerCare

Source: Simpson, 1997; Taxman and Spinner, 1997.
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The good news about drug treatment is that drug offenders, when offered drug treatment

.serviccs, have better outcomes than offenders who do not participate in the programs. Drug

_treatment services both reduce the incidence of criminal behavior and increase the overall length
of crime-free time for offenders. Exhibit 2 illustrates this impact in a study of offenders that
participated in a jail-based treatment program that included a continuum of care. Of the
offenders participating in the jail drug treatment program, 38.5 percent were rearrested within 24
months afier release from jail compared to 48.7 percent of the comparison group. The average
offender participating in jail and community treatment took an average of 282 days to be rearrest
compared to 201 for the comparison group, or an 81 day difference (Taxman and Spinner, 1997).
Treatment has the added benefit of slowing the spread of AIDS, increasing employment
opportunities, and reducing societal costs of addressing abhorrent criminal behavior and
substance abuse.

Exhibit 2:
Impact of Jail Treatment, Community Treatment, and
No Treatment on Recidivism (24 Months Follow-up)

Predicted Probability | Predicted Probability | Length of Time
Group of Rearrest of Rearrestand ‘| to Rearrest (days)
Technical
Jail Treatment Only 34.5% 55.0% 233
Jail/Community Tx 24.0% 36.00% 282
No Treatment 48.5% 68.00% 201
Source: Taxman, F and D. Spinner, 1997. Jail Addiction Services (JAS) D ation Project in Monig y

County, MD. University of Maryland, College Park.

Participation in drug treatment contributes to a significant reduction in the frequency of
use and amount of drugs consumed. In the most recent Drug Abuse Treatment Outcome Study
(DATOS) funded by the National Institute on Drug Abuse (NIDA), declines in drug use were
reported for all treatment modalities. DATOS collected data on over 10,000 clients admitted to

outpatient methadone treatment, short-term inpatient, long-term residential, and outpatient drug-
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free programs in 1991-1993. Follow-up data was collected on 3,000 clients one year after
.Ireatment. As shown in Exhibit 3, weekly drug use declined significantly between the

_ pretreatment stage and the follow-up stage in all treatment modalities. In methadone treatment,
daily or weekly heroin use fell from 89 percent at pretreatment to 28 percent at follow-up;
cocaine use fell from 42 percent at pretreatment to 22 percent at follow-up. In other treatment
modalities, clients reported at least a 50 percent reduction in weekly or daily cocaine use
compared to the pretreatment stage (Hubbard, et al., 1989; Simpson, et al., 1997b). In the W/B
HIDTA study of 571 offenders participating in drug treatment for at least nine months, the
researchers found that all of the offenders tested positive prior to treatment, with an average of 13
percent testing positive for drug use while in treatment (W/B HIDTA, 1997). Prior studies
illustrate that when drug addicts are not actively using drugs, they are not engaging in criminal
activity. In fact, Nurco and colleagues (1988) found that addicts in drug treatment were 75

percent less likely to commit crimes than when they were using drugs.

Exhibit 3:
Self Reported Drug Use Among Addicts Participating in Treatment (Cocaine Use)
80 _
P &7 R Pre-Treatment}
1 Year Post
.é 60 _ 53 Yrestment
@3
8 40 . 42 42
=4
<
a 2
° - 18
R
0. —
Short Term Ouipatient Outpstiant
Resident Mathadome Drug Free
Treatment

Type of Treatment

Source: Simpson. D., et al., 1997. “DATOS First Wave thrm Reisase,” Research Royndup.
Texas Christian Uné ity: inatitute of Behavi R
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Skeptics of drug treatment cite doubts about the overall performance of the drug

treatment system as evidence that treatment is not appropriate for offenders. A general

_impression is that drug treatment does little to change the behavior of addicts. High drop-out
rates from drug reatment programs and relapse rates fuel concerns about ineffective services,
with an average of 50 percent of addicts completing their course of treatment (Simpson, et al.,
1997b). Such critics fail to recognize, however, that offenders have higher completion rates than
volunteers for treatment services. Offenders also stay in treatment longer, complete treatment
programs, and report less drug use while in treatment programs than volumtary addicts in
treatment (Simpson, et al., 1997, Hubbard, et al., 1989). In other words, while many use the
overall experience of the treatment system to support the position that offenders do not deserve
treatment, offenders benefit from treatment services and society benefits from offenders
participating in treatment by less criminal behavior. The leverage of the criminal justice system
can be used to improve public health and public safety outcomes,

Typical Barriers to Treatment; Added Bonuses of Providing Treatment
for Offenders

The integration of drug treatment into the criminal justice system has been a struggle that
underscores differing philosophies about criminal offenders, recovery, rehabilitation, and the
value of leverage in changing the behavior of offender/addicts. Both the treatment and the
criminal justice systems have struggled with allowing each other to achieve their own
independent goals. The conflicting priorities and practices of the criminal justice and treatment
systems often impact offenders accessing treatment programs, being placed in appropriate
treatment programs, and using the leverage of the criminal justice system to retain the client in

treatment. Many myths about treating offenders exist because of the failure of the treatment and ..
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criminal justice systems to develop systemic approaches to address common, but not
- insurmountable, issues. Some of the issues frequently cited as barriers to treatment for offenders
_ are outlined below; research and good practices have generally countered these barriers.
TREATMENT IS PERCEIVED AS AN OPPORTUNITY, NOT A PUNISHMENT. While the
criminal justice system_has the goal of protecting society and reducing the risk from offenders,
the public health system is primarily charged with the goal of providing services to improve
health and social productivity. Harm reduction, in terms of criminal behavior, has r.ever been a
primary goal of treatment programs. It is only within recent years that the public health
treatment system has realized that treatment can be part of the strategy to reduce the demand for
drugs and reduce criminal behavior. While treatment is not considered punishment, the coerced
treatment model allows treatment to be a tool of the criminal justice system to deter drug use and
crime. A related concem is that treatment is not punishment. Treatment programs are often
portrayed as easy, minimally intrusive, and a privilege. The very nature of the treatment process
requires addicts to change their lifestyles, behaviors, and daily habits. The treatment program
restricts freedom by limiting the activities of the participants, limiting peer association, changing
residence, and requiring participation in a variety of activities such as self-help groups,
community service, etc. A recently noted trend emerging from several studies shows that 25 to
35 percent of offenders offered some the type of correctional treatment program refused the
program with a preference for jail time (MacKenzie and Souryal, 1994; Petersilia and Turner,
1993). That is, offenders prefer incarceration to participation in a treatment program because the
jail time is “casier time” than being held accountable for their behavior. Defense attomneys have
commented that drug treatment programs are a risk for their clients because failure to comply

with the program may result in clients serving more incarceration time (Taxman, 1994).
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THE CRIMINAL JUSTICE OFFENDER IS OFTEN UNWANTED IN THE TREATMENT SYSTEM.
‘While slightly less than |5 percent of the offender population is actually engaged in treatment
services! (Drug Policy Strategy, 1996), one of the major stumbling blocks is that many public
health agencies do not want to treat the criminal justice client. As discussed by Duffec and
Carlson (1996), the attitudes and values of the treatment system often preclude prioritizing
different populations for services. Part of this attitude derives from community agencies having
their own perspective of the ideal client/offender, while the other part derives from the criminal
offender being perceived as a “difficult client”. Often, reporting to the court or probation agency
is viewed as an additional burden that treatment programs do not want 10 handle.

With the exception of pregnant women and HIV active addicts, the first-come, first-
served model of treatment services prevails in the public heaith system. Under the first-come,
first-served model, evefyonc is viewed as equally needy for care. Addicts appearing at the door
of the treatment program are accepted based on program-specific criteria which often do not
include societal harm (¢.g., criminal behavior) posed by the client. Under this model, it is easy
formemm:pmmmpmide services to some sub-populations and not provide services
1o others. As noted by Schlesinger and Dorwant, the first-come first-served public health model
allows treatment programs to select the clients they would like to serve and “avoid clients with
the most difficuit problems™ (1993:224). Waiting lists are believed to be an artifact not only of
clients needing services but of the organizational structure of the drug treatment provider system

to pick and choose clients. There is no triage system in place to prioritize the type of addict that

‘TmmMWﬂf%mMmmme
individual counseling, etc. Most of the services provided 10 offenders can be categorized as seif-heip groups and
educational groups. The actusl percentage of offenders that participme in clinical interventions is much smalier
than 1S percent of the offenders purticipating in any treatmen services.
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shouid receive care based on societal harm, matching of client to program, or any systematic
Vprocess.

VOLUNTEERS ARE CONSIDERED MORE MOTIVATED THAN OFFENDERS, YET OFFENDERS
HAVE BETTER TREATMENT COMPLETION RATES. A common myth is that the “treatment
volunteers™ are more motivated, and thus more willing, to change their behavior than addicts
coerced into treatment. This assumption has not been substantiated. Research has shown that
criminal justice offenders in treatment are more likely to complete their treatment than volunteers
(Simpson, et al., 1981; Hubbard, et al., 1989). Most addicts do not “volunteer” for treatment
services without some precipitating factor (such as the employer, the family or life partner, or
some life crisis) to prompt the addict to seek treatment. These factors drive the client to seek
treatment, as does the legal system. The “coercive factors” may provide the driving force to
begin treatment but they do not provide the continuing pressure for a commitment to recovery.
Recent research on motivation of addicts in treatment has shown that the treatment process can
contribute to engaging the addict in treatment and motivating the client to change his/her
behavior. That is, many clients may not be motivated initially, but the treatment process itself
provides the client with tools which lead to a desire to change behavior, as well as to continue
with treatment (Simpson, et al., 1997a).

OFFENDERS HAVE HIGHER COMPLETION RATES FROM TREATMENT PROGRAMS, THANKS
TO THE LEVERAGE OF THE CRIMINAL JUSTICE SYSTEM. Both treatment and supervision
agencies experience problems with compliance with program requirements. Findings of typical
treatment programs indicate that at least half of the clients in treatment do not complete the
program (Hubbard, et al., 1989). A widely reported problem with public health treatment

programs is that dropout rates are typically high and relapse to drugs and criminality among
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dropouts is a problem (Hubbard, et al., 1989; Simpson, et al, 1997). Taxman and Byre (1994)

" and Cunniff and Langan (1993) estimate that approximately 50 percent of offenders do not meet
supervision requirements. Compliance problems create difficulties by reducing the integrity of
the treatment and supervision programs.

With the oversight of the criminal justice system, criminal justice agencies have the
leverage to motivate the offender to participate in treatment and complete the treatment regime.
Studies have found that legal coercion is an important variable for the offender to stick with the
treatment program (Anglin and Hser, 1990; Grella, et al., 1994; CASA, 1998). Many new
treatment initiatives for the criminal justice client feature graduated sa.nctions, or immediate
consequences for non-compliance. The Drug Court pioneered the sanctions as a tool to
encourage completion of treatment programs. The sanctions often involve rewards for good
performance as well as punishment for continued drug use and failure to attend treatment
programs. Results from the District of Columbia’s Drug Court found that offenders are four
times Jess likely to continue to use drugs when they are sanctioned (Harrell & Cavanaugh, 1996).

LENGTH OF STAY IN TREATMENT AND A CONTINUUM OF CARE INCREASE IMPROVED
OUTCOMES. Length of stay in treatment has been found to be a critical variable in reducing
recidivism and substance abuse (DeLeon, et al., 1982; Condelli and Hubbard, 1994; Hubbard, et
al., 1989; Simpson, 1979; Simpson and Sells, 1990). Addicts are notorious for dropping out of
treatment, especially during the carly stages of a program when the addict is adjusting to a non-
drug use lifestyle. Treatment programs have a difficult time engaging the client in treatment for
a period sufficient to affect the behavior of the client. With high drop-out rates, it is difficult to
achicve the desired outcomes of reduced consumption of drugs. The criminal justice

involvement has the benefit of having an active, outside force to monitor compliance with
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treatment programs. Encouragement and reinforcement of the importance of the treatment
program are part of the means to continue to engage the client in behavior change.

Managed care and cost containment efforts have led to shorter treatment programs, which
result in reduced length of stay in treatment. A continuing trend in the field is mimmizing
services and reducing the length of time clients are in treatment (Etheridge, 1997). The
implications for the future of this trend are unknown. However, researchers have supported the
proposition that offender populations, due to the societal harm of criminal behavior, should
participate in a minimum of one year of treatment (Lipton, 1995). It is recommended, as
previously discussed, that treatment can be achieved by providing services in jail and/or prison
and then continuing treatment in the community. Providing for a continuum of care is one
systemic process to increase the length of time in treatment by having offenders participate in
different phases of treatment. The concept of a continuum extends the length of treatment while
adjusting the intensity of the services based on the progress of the client. Several continuum
models have been adopted: residential, jail or prison treatment, followed by outpatient;
intermediate care (28 day residential) with intensive outpatient and outpatient; intensive
outpatient and outpatient; and outpatient and aftercare. The continuum of care model provides
the client with longer stays in treatment (up to 12 months), while reducing the costs of delivering
services.

RECOGNIZING TREATMENT AS CRIME CONTROL IS GOOD PUBLIC POLICY. The coerced
treatment model a crime control approach focused on behaviors that contribute to the criminal
activity. By focusing efforts on offenders under supervision (e.g., probationers and parolees, in
jail or prison), the behavior of these offenders can be monitored. Treatment is used to change the

behavior of the offender by engaging the offender in services that address the substance abuse
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factors that drive criminal behavior. Treatment becomes the cornerstone of the sentence by
reinforcing the importance of behavior change for the offender. Since the offender is under the
control of the criminal justice system, oversight measures can be used to monitor the behavior of
the offender. Drug testing is a favored technique to determine whether the offender is using
drugs (Visher, 1990). Constant supervision and contacts with the addict is another mechanism to
determine progress and then adjust treatment and criminal justice program cornponents.
Compliance measures (graduated sanctions) become tools to monitor the progress of the client

and assist the offender in maintaining his/her commitment to recovery.

Moving from an Individual Case Management Approach to Systemic
Case Management

Prior experience shows that providing treatment services for the criminal justice offender
has been hampered by traditional barriers within the treatment and criminal justice systems.
Traditionally, the criminal justice system has approached treatment as a brokered service, with
the criminal justice system acting as a liaison by referring offenders for needed services. The
perception of the criminal justice system has been that the treatment system has not met the
needs of its clients (Cowles, et al., 1995; Duffee and Carlson, 1996). To address these unmet
needs. the favored response has been to create case managers to bridge the criminal justice and
treatment systems (Swartz, 1994). The underlying notion was that these case managers would
provide the function of screening and assessing clients; they would work with the criminal
justice system and treatment system to address differing philosophies and goals. The goal was
for the case manager to be involved in issues of treatment placement, treatment plans, and non-

compliance.
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Recent research on demonstration projects involving the case management approach has not

7 been as promising as expected (Martin, et al., in press; Taxman, et al., 1995). In the typical setting,
the case manager is perceived as a supplement to the treatment process (Samson, et al., 1979) with
case management services considered ancillary. The case manager often plays a critical role in the
screening and assessment, but has a minimal role, if any, in treatment planning and treatment
decisions (Sullivan, Hartmann, Dillon, and Wohl, 1994). For example, the Treatment Alternatives
to Street Crime (TASC) evaluation recently found that case management is a diverse function that
varies widely depending on the organizational structure; some case managers provide screening and
assessment services and others are involved in actual treatment delivery (Anglin , et al., 1996).
Anglin and colleagues found that case managers do not necessarily remain involved in treatment
planning once the offender entered a program. Several studies found that the role of the case
manager was often unclear (Shwartz, et al., 1997) and that the case manager seldom consulted with
parole officers to establish treatment goals for the offender (Martin, Inciardi, and Isenberg, 1993).
Inciardi and Martin (1994) also noted that case manager roles paralle] desired supervisory functions
of probation and/or parole officers, which results in minimizing the role of the parole officer to
monitor the offender when the case manager assumes such supervisory functions.

An overriding issue on case management is that the case manager’s role is generally not
perceived as a system function, but merely one of many actors involved with a client. The case
manager role essentially is marginal, since each agency continues to act on its own accord. The
client tends to have three interested parties—the supervision agent, the treatment provider, and the
case manager—which creates difficulties when there are conflicting goals and expectations. Often
this results in the client trying to resolve the conflict. In this scenario, each agency continues to

function as if it is the only system, instead of an integrated part of a total system of care for the
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individual client. Studies have also found that individual case management practices do not
produce system-wide changes because most case mangers cannot influence the distribution of
_resources available “within their local delivery systems” (Austin, 1993:453).

For the past ten years, researchers have identified a number of system features that are
critical to effectively use treatment for offender populations. Primarily evolving from the
individual case management movement (e.g., the Treatment Alternatives to Street Crime
(TASC)) and the experiences of Stay ‘n Out and other treatment initiatives for offenders, the
following have been identified as critical components for an effective systems approach to
treating the drug offender (Wexler, Lipton, & Johnson, 1988; Prendergast, Wellisch, and Anglin,

1994; Taxman and Lockwood, 1996; Taxman and Spinner, 1997; Anglin and Hser, 1990):

e Offenders must be assessed in terms of severity of drug use and propensity to
commit crimes.

e Treatment placement should be made depending on the severity of drug use
and propensity to commit crimes.

o Treatment must include an intensive component, followed by less intensive
treatment, and then aftercare. The most effective treatment process is twelve
months of care.

s Supervision and monitoring of the requirements are critical to improving
treatment outcomes.

o Extemnal controls of supervision services (e.g., face-to-face, curfews,
electronic monitoring, day reporting, etc.) should be used to control the
offender in treatment and/or supervision programs.

¢ Sanctions or compliance monitoring should be used to deter clients from
further drug use.

e Drug testing is critical to monitor drug use and deter offenders from further
involvement in drugs.

The systemic case management approach integrates the above system features within the
criminal justice and treatment systems as part of the ongoing processes for handling offenders.
The systemic approach focuses on resource development, social action plans, policy formation,
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data collection, information management, program evaluation, and quality assurance (Austin,
1993). A systemic approach integrates traditional case management functions within the roles
and responsibilities of the appropriate treatment and criminal justice staff. A third party is not
responsible for performing these functions; instead, the treatment and criminal justice agencies
function as a single agency instead of two separate units that try to “coordinate” fragmented
services and constantly struggle over who “controls” decision-making about the client. The
system predefines the components of care--testing, treatment, and supervision--that will be
provided by the different agencies.

The cornerstone of a systems approach is that services consist of a process of
interconnected parts. Treatment (e.g., therapeutic interventions, psychosocial education, etc.)
and criminal justice services (e.g., supervision, sanctions, community service, drug testing,
electronic monitoring, house arrest, etc.) have specific value and meaning in the process. Rather
than mere coordination, there is integration and synthesis in both policies and impiementation.
The systems approach lends itself to building the infrastructure to support the functions of a service
delivery system with clearly defined policies relating to: assessment, referral, placement, tracking
and monitoring, service planning, transitioning into the next level of care, appropriate service mix

during all phases in the system, and discharge.

Lessons from the W/B HIDTA Seamless System of Treatment,
Testing, and Sanctions

The purpose of the W/B HIDTA is to reduce the demand for drugs within the targeted
jurisdictional area. As part of the mission, a treatment and criminal justice component assists

with reducing the criminal behavior and the demand for drugs among hard-core substance
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abusing offenders, who typically recycle through the criminal justice system. By developing a
.systcmic case management system between the criminal justice and public health systems, each
 jurisdiction is achieving these goals and objectives by establishing policies and practices in key

areas: target population for treatment; appro-priate treatment placement; drug testing; continuum

of care; supervision; and sanctions or consequences for negative behavior. The common W/B

HIDTA system goals are:

o To establish a “seamless” system between criminal justice and treatment agencies;

o To provide a continuum of care for the target offender population;

o To use drug testing to monitor performance in treatment and criminal justice
supervision; and,

e To develop and implement graduated sanctions policies to increase compliance with
the conditions of treatment.

Each jurisdiction uses these general goals to develop its seamless system. The secamless system
is built with either a combination of jail-based treatment connected to treatment in the
community, residential treatient with intensive outpatient, or intensive outpatient with
outpatient care. The drug testing and sanctions with designated agents are common features in

each jurisdiction.
Need for Policy Development

Exhibit 4 illustrates the progressive development of seamless system policies in the
twelve jurisdictions participating in the W/B HIDTA. Prior to the W/B HIDTA, very few of the
jurisdictions had drug testing policies, graduated sanctions, or a practice of a continuum of care
that integrated treatment and criminal justice functions. As the jurisdictions participate in the
project, more and more are adding components of the seamless system. The evolution of the

seamless system concept is integral to changing management of the substance abusing offender
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in the community. The more treatment and criminal justice agencies agree on the principles of
care for the individual, the better the expected outcomes. This explains the 85 percent retention
rate in treatment for W/B HIDTA clients compared to a 50 percent rate for non-W/B HIDTA

clients (Taxman, 1997). The core concepts are described below.

3 Pre-T
Exhibit 4: 2 Yoursi
Comparison of Care Systeric Policies: - e
Pre vs. Two Years in HOTA

Number of Sites

Drug Test Continuous Graduated Client Drug Use
Policies Care from Sanctions and Crminality
while in Jait to the for a Positive Affect Treatment
Treatment Community Drug Test Placement

Source: Taxman, F_, et al.. 1997. “Case Studies of HIDTA Treatment and Criminal Justice Impiementation,”
University of Maryland, College Park.

In a survey of jurisdictions participating in the W/B HIDTA, the researchers found that the
existing policies and practices of treatment and criminal justice agencies did not specify the
components of care of each system (e.g., treatment, criminal justice agencies, etc.). The treatment
and criminal justice systems in these twelve jurisdictions had very little infrastructure in place to
identify the types of offenders that should be prioritized for treatment services, the responses to
positive urinalysis results, and drop-outs from treatment. For example, in one jurisdiction, very few
of the sentenced offenders were receiving treatment services in the community. Instead, available
treatment slots were being consumed by pretrial offenders who tended to quit treatment shortly

after court disposition. Few stayed in treatment for more than 60 days, with an overall 66 percent

Taxman, Reducing Recidivism Through Treatment 17



195

drop-out rate (W/B HIDTA, 1997). A change in the screening and review process resulted in more
. sentenced offenders staying in treatment. This has also reduced the drop-out rates from treatment
programs, since offenders are being closely monitored for treatment compliance.

Another area with little formal policy is drug testing. With the exception of the District of
Columbia’s Drug Court, none of the jurisdictions had a mechanism for sharing drug testing
information between the treatment and criminal justice agencies. Many of the treatment programs
refused to provide drug test results to criminal justice agencies as a matter of practice. If an
offender is in treatment and tests positive, the treatment agency seldom informs the criminal justice
agency until the end of the treatment program. Similarly, if clients are discharged from treatment,
the criminal justice agency is usually informed within a three month period. These examples
illustrate how the systemic case management approach addresses the linkage between the criminal
justice and treatment agencies. By focusing on the typical problem areas—who gets access to
treatent services, what should happen if the offender does not comply, and what type of
information is useful to share among the agencies—the partnership is stronger. Failure to address
these policy and practical issues has an impact on the public perception of the viability of treatment
as an option for offenders.

The treatment continuum of care was also not a typical process. In tcnjurisdicﬁons, a
process did not exist for moving the client along the treatment continuum of care. That is, if the
offender participated in a jail-based treatment program, the system did not transition the offender to
treatment services in the community. The jail-based treatment programs did not provide discharge
services that included placement in a treatment program in the community. In fact, like other jail
projects (Swartz, et al., 1996), many of the W/B HIDTA sites did not have good selection

procedures. Often offenders participating in the jail treatment program are sent to prison after
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completion of the jail treatment program. The benefits from treatment will not be realized since

' Vthese offenders are not likely to obtain treatment services in the prison systems. As part of the W/B

HIDTA program, many jurisdictions aeveloped selection criteria for the jail program that include
the likelihood of the offender returning to the community, the offender having a minimum sentence
in jail to participate in the program (which reduces early drop-outs), and the offender being on
probation. These criteria provide policy guidance to facilitate the continued treatment after release.
Treatment planning for the community started as part of the jail treatment program. At several
sites, probation/parole agents were assigned to the jail program to begin the transition to the
community. Treatment programs in the community were selected to ensure that the offender had a
ready placement. Policies were developed both in terms of target population and the transition
approach to ensure that offenders participating in jail treatment were eligible for community

treatment programs and placement followed release from jail.
Evaluation Findings

The question arises as to the impact of policy development on the two goals of treatment:
retention and recidivism for clients. As part of the evaluation, the researchers have tracked over
1,700 offenders that have been exposed to the seamless system concepts of a continuum of care,
graduated sanctions, and drug testing. This is an early stage of the development of the seamless
initiatives with most features in place for slightly over one year. Preliminary findings illustrate
how seamless policies can improve client outcomes.

CHARACTERISTICS OF OFFENDERS IN TREATMENT. The average W/B HIDTA client is
33 years old and male, with 69 percent African-American and 26 percent Caucasian. The

primary drug of choice is crack cocaine (43 percent) and heroin (28 percent). Twenty (20)
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percent indicate that they are intravenous drug users; the majority smoke or inhale their drugs.
. Over 69 percent of the offenders reported using drugs at least daily with half of those indicating
more than once a day use of drugs.

The average W/B HIDTA offender has nine prior arrests and five prior convictions. The
arrest history is indicative of offenders that have multiple experiences with the criminal justice
system. For the instant offense, 23 percent of the offenders had a property crime, 18 percent
were arrested on possession of drugs, 26 percent were arrest for distribution or intent to distribute
drugs, and 10 percent had a violation of probation/parole.

RETENTION IN TREATMENT. One purpose of the seamless system approach is to
improve retention in treatment programs. As previously indicated, nearly 50 percent of the
addicts in treatment drop out of treatment (Simpson, et al., 1997b). As part of the W/B HIDTA
treatment initiative, we found that 72 percent completed the first phase of treatment and 62
percent continged treatment in the second phase. The overall retention rate in the treatment
process is 85 percent, which is based on the results for over 1700 offenders, many of whom are
still active in the treatment process.

REARREST RATES DURING 9 MONTHS OF SUPERVISION WHILE IN TREATMENT. To
assess the impact of the process on rearrest rates, the evaluators collected rap sheets for 571
offenders who have participated in the W/B HIDTA treatment. This includes only offenders who
are in the community for 9 months. All program participants (e.g., including drop-outs) are
included in the sample. Prior to participation in the seamless system, the average HDITA client
was arrested once every 9 months. The base rate for rearrest rates for multiple offenders is 50
percent. With the W/B HIDTA process of a continuum of care, testing, and sanctions, the

researchers found that 12 percent of the offenders were arrested for new crimes during 9 months
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in the community. As shown in Exhibit 5, this is significantly less than was expected given the
history of the clients. The retention in treatment, as previous research has demonstrated, appears

to be reducing criminal behavior.

Exhibit 5:
Percent of Offenders Rearrested During Nine Morths
of Community Supenvision
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Source: W/B HIDTA, 1997

Twelve Principles for Effective Systems of Care Focusing on
Transitional Policies and Treatment Retention

The underlying functionality of the treatment and criminal justice system in any region
will largelv determine the results of individual treatment programs for offenders. Below are the
principles of effective systems of care that are designed to: 1) reduce recidivism, and 2) increase
retention in treatment programs. These two goals are commingled to allow quality treatment to
impact reductions in recidivism. Providing good quality treatment has been demonstrated to
reduce recidivism (Anglin & Hser, 1990; Wexler, et al., 1988, Lipton, 1995; Taxman & Spinner,
1997, Inciardi, et al., 1996; Knight, et al., 1997; CASA, 1998). The question is: what are the
most effective approaches to achieve reductions in recidivism?

RECIDIVISM REDUCTION SHOULD BE THE GOAL OF THE CRIMINAL JUSTICE AND
TREATMENT SYSTEM. Under the current arrangement, treatment and criminal justice systems

have two differing goals. neither of which is directly focused on reducing recidivism. Having a
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stated goal of treatment and criminal justice supervision to reduce recidivism focuses
interventions on this goal. The emphasis on recidivism reduction brings the systems into
alignment, requires each to rethink operations and priorities for the agencies individually and
operating jointly, and reallocates resources. By examining the current distribution of resources,
the efforts are on how best to deliver effectjve services (instead of any services) to achieve the
goal of reducing recidivism.

TREATMENT AND CRIMINAL JUSTICE SYSTEM FEATURES MUST BE POLICY DRIVEN,
The seamless system features—integrated screening, placement, testing, monitoring, and
sanctions—do not typically exist. The recognition that these policies are critical to effective
service delivery requirc ““e systems to develop supporting policies, as described below.

A policy-driven forum is needed to develop and implement targeted poiicies and
practices. Various players of the system, including administrators of the treatment/health,
probation and parole, jail, law enforcement officials, judges, court administrators, and other
criminal justice or social agencies, must work together as a policy team. Often the inclusion of
representatives of the executive and legislative bodies is very important to develop a consensus
on policies to make system-wide changes. The policy team approach is a critical component to
addressing system issues that tend to be grounded more in tradition than in effective practices.
Since it is often difficult to obtain interagency consensus around a common goal like recidivism
reduction, the goal provides a mechanism to address organizational or turf batties that are
perceived as sacred cows (Woodward, 1993). The policy team and goal driven strategy are
designed to develop a consensus for the “seamless” system components in each jurisdiction and

then develop the surrounding protocols.
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TREATMENT AND CRIMINAL JUSTICE MUST FUNCTION AS A TEAM. The work of the
Vpolicy team is to define and develop policy as well as provide the needed resources. The next
step is to carry policy into practice and operation. The policies serve as a guide to operating
procedures by providing direction to staff in dealing with ongoing, daily issues. For example, a
policy which states that drug test results will be shared between the criminal justice and
treatment systems is designed to ensure that both agencies are informed of the client’s progress.
The policy directs the supervisors and staff to develop a mechanism for sharing drug test
information on a timely basis. At the staff level. this removes the potential for individual staff
members to make individual decisions about whether or not they desire to share drug test results.
It also provides an agency process to share drug test results such as faxing positive results, using
interagency automated systems, etc.

A team approach assists the criminal justice and treatment systems to become partners in
the care of the individual offender in treatment. Instead of being adversaries, the criminal justice
and treatment staff are working together. The policies guide the relationship by specifying the
nature of the working relationship in operational terms focused on: target populations, treatment
selection, supervision standards, drug test results, and sanctions. Traditional barriers of
information dissemination, confidentiality concerns, and uncertainties about how information
will be used disappear by working through these issues as a team.

USE DRUG TESTING TO MANAGE OFFENDERS. Urinalysis allows for immediate
confirmation of an offender’s use of drugs. While it is clearly a tool for both the treatment and
criminal justice systems. drug testing results have not been integrated into policies on how to
handle offenders. While many systems test offenders. few systems have policies that use drug test

results to screen offenders for treatment programs. Even fewer systems have policies in effect
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which provide guidelines on how to handle positive drug tests while the offender is in treatment or
ﬁnder supervision. Treatment placement and program compliance are two areas which require

“standards and practices. Working together as a team will allow the systems to use available drug
test resources widely. Funding for drug testing comes from different sources (¢.g., treatment
programs, probation, courts, etc.). Few agencies are aware of the testing done by other agencies.
Additionally, treatment and supervision agencies have different testing schedules, which include
the types of drugs that are tested, frequency of taking specimens, and different levels to indicate a
positive urine. Since drug test results are seldom shared, the other agency is often unaware of those
results or the surrounding factors that affect test results. Drug tests have not been integrated into
practice as a tool to manage the offender in the community.

The Department of Justice’s recent requirement on drug testing polices for offenders
provides an outline of many pertinent issues related to drug testing that need immediate policy and
operational attention (U.S. Department of Justice, 1996). At a minimum, treatment and criminal
justice agencies need to consider the overall use of testing in the system. For example, which
offenders will be tested while in treatment? During the period of supervision? Who will be
responsible for the testing? If testing is to be used to manage treatment and supervision
compliance, what should be the responses to positive urine results? These are all policy issues that
aramatically affect operations. If testing is to be used to detect potential relapses (including
involvement in the criminal justice system), then the criminal justice and treatment systems must
work together to ensure that their operations support recidivism reduction practices.

TARGET OFFENDERS FOR TREATMENT WHERE TREATMENT CAN “WORK” Targeting
is probably one of the most difficult issues in corrections and criminal justice policies. Boot

camps, drug treatment programs, intensive supervision, and other correctional innovations have
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all experienced difficulties with the targeting problem (Austin, et al., 1994; Byme, et al., 1992;
.Andrews and Bonta, 1994). The tendency is often to provide services to “low risk” offenders,
~ which some contend reduces the societal impact of the treatment programs (Andrews and Bonta,
1994). To have an impact on recidivism and drug consumption, the focus should be on offenders
that are both addicts as well as criminally active. By definition, this is the individual with
significant years of abusing drugs and prior experience with the criminal justice system.

Both criminal justice and treatment issues must define the target definition for secure
treatment resources. From the criminal justice perspective, the offender with a prior arrest and
conviction history is more likely to be causing harm to the community. That is, offenders’
substance abuse habits drive their criminal behavior in such volume that the individual is likely
to be committing many crimes. Cautious decisions must be considered in selecting offenders.
First, the criminal justice history may also dictate that the offender is likely to be incarcerated for
long periods of time. Targeting these offenders is likely to have little impact on crime in the
community. Next, the legal status is an important variable. Many pretrial offenders use
participation in treatment to convince judges of their sincerity about their substance abuse
problems, only to drop out of treatment after the criminal charge has been dismissed or the
offender is placed on probation. The focus on the sentenced offender has several advantages,
including the offender is more likely to continue with treatment as part of the requirement of
supervision, the offender is less likely to drop out of treatment, and the offender is more likely to
be motivated to change his/her behavior over the long period of supervision. The recidivism
reduction potential is therefore not likely to be realized for those offenders.

From the clinical perspective, treatment should be targeted to offenders who will benefit

from the services. Sociopathic offenders are unlikely to benefit from most community-based
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treatment programs. For example, the Maryland Department of Public Safety and Correctional
Services uses the Psychopathic Checklist - Revisited to identify offenders suitable for treatment.
Criminogenic offenders are also unlikely 10 benefit from programs that do not address the
criminal thinking skills and criminal values. While some contend that the offender’s motivation
should be a clinical factor affecting selection decisions, recent strides in treatment processes
illustrate that quality treatment programs can address motivational factors (Simpson, et al,
1997a). The use of standardized instruments to measure personality disorders, psychological
functioning, and motivation provide system processes to select offenders for treatment.

Three other treatment issues are the severity of drug use, type of drugs used, and prior
treatment experience. Severity of drug use might be an indicator of need, with priority given to
addicts that have daily habits compared to those with less frequent usage patterns (e.g., binge
behavior, weekly use, etc.). Similarly, the type of drug abused might also be an important facior
in determining priority for treatment given the knowledge that some addicts are more criminally
active than others. Finally, prior treatment experience may be a useful variable to determine
appropriateness of an offender for a particular type of program. Standardized instruments can
ensure that treatment and criminal justice staff collect consistent information on clients, as well
as make decisions based on agency priorities. Some agencies use instruments like the Addiction
Severity Index as a guide to alcohol and drug problems and use the composite score of 4 and
above to indicate criminals who are addicts (Williams and Spingarn, 1997). This practice then
assists in targeting addicts for scarce treatment services.

The integration of treatment and criminal justice information in targeting decisions is
frequently discussed, but infrequently applied. The difficulty in administering the policy is that

treatment and criminal justice agencies do not share information gathered in their respective
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disciplines. Often the treatment system does not have criminal justice information, other than

7 self reported criminal justice history. Conversely, criminal justice agencies often rely on the
otfender to report prior treatment experience and drug use patterns. The focus on recidivism
reduction policies will require triaging available treatment slots for offenders that create harm in
the community by their drug use and criminal behavior. Ultimately, criminal justice and
treatment agencies will have to determine how to gather and use information from the different
systems to make triage decisions.

USE TREATMENT MATCHING PRACTICES. The tendency of most systems is to place
offenders in the first available treatment slots. Often the available “slot” is not suitable for the
needs of the offender, but merely reflects an opening. However, using information gathered for
targeting purposes, more informed decisions can be made about the type of offender who shouid
be placed in residential, intensive outpatient, and outpatient programs. A mixture of treatment
needs and criminal justice risk factors can assist in making this determination. For example,
offenders with more involvement in the criminal justice system are likely to require more
external controls (e.g., residential or intensive outpatient settings with more structure, etc.) on
their behavior as compared to those with less prior criminal justice history. Since many
jurisdictions have some services in the jail or prison, consideration should be. given to the
continuity of care (e.g., suitability of the treatment philosophy and approaches) from the
jail/prison program to the community-based program. The American Society of Addiction
Medicine has developed a protocol for treatment placement (ASAM, 1991). Although this
protocol does not include criminal justice risk factors, policy teams can modify their approaches

to incorporate treatment and criminal justice needs.
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CREATE A TREATMENT PROCESS AND EXTEND THE LENGTH OF TIME IN TREATMENT.

7 Research continues to affirm the importance of the length of time in treatment for addicts, with

 better results usually occurring from longer participation in treatment programs. Many short-term
residential and outpatient treatment programs are four months or less in duration (Etheridge, et al.,
1997); few long-term residential programs (greater than six months) exist. The W/B HIDTA
program adopted the continuum of care concept to increase the length of time in treatment for the
offender by providing a treatment process of several different programmatic components—more
intensive services (e.g., residential, jail/prison-based, day programs, etc.) followed by less intensive,
traditional outpatient services. The goal is to engage the offender in treatment for longer periods of
time with the treatment process consisting of program phases. The combination of intensive and
less intensive services results in a less intrusive treatment environment, as well as being cost
effective.

Since most treatment and correctional systems thrive on episodic treatment experiences,
policies are required to create the continuum of care practices at the individual level. It is not
sufficient to have an array of services without the supporting policies to move offenders through the
continuum. These policies need to address the following: 1) establishing a reservation system to
alert programs of the expected date of placement in their program; 2) creating a behavioral contract
to inform the offender of the likely continuum; 3) establishing criteria for placing offenders in
different treatment programs based on progress in the subsequent treatment program; 4) training
criminal justice and treatment personnel on the use of a continuum; and, finally, 5) establishing
treatment policies which step up or step down the level of care based on progress.

ALLOW BEHAVIORAL CONTRACTS TO BIND THE OFFENDER, THE TREATMENT SYSTEM

AND CRIMINAL JUSTICE SYSTEM. A behavioral contract is tool of the treatment and criminal
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justice systems to specify the expectations for the client as well as identify treatment and criminal
justice services. Informing the offender of the programmatic components clarifies the treatment
“and criminal justice experiences. Core components of the contract are: 1) treatment programs
assigned to and hours of therapy (e.g., each phase or treatment program should be specified,
including jail-based treatment programs); 2) supervision schedule and location of supervision
agent; 3) drug testing schedule; 4) graduated sanctions to identify set responses to common issues
such as positive drug tests and missed appointments; 5) incentives; and 6) special conditions of
treatment and/or supervision (e.g., community service hours, electronic monitoring, house arrest,
self-help groups, etc.). The behavioral contract should be signed by the offender, treatment
provider, and criminal justice agent (and potentially the judge) to serve as a binding contract. The
contractual component of the plan requires all parties to be equally committed to the different
phases of the treatment and criminal justice protocol.
DESIGNATE SPECIAL AGENTS FOR SUPERVISING OFFENDERS IN TREATMENT PROGRAMS.
To becoxﬁe a team with wreatment, the probation and/or criminal justice staff must understand the
treatment process and support treatment goals. This requires a close working relationship among
the treatment and criminal justice staff. The team process in a seamless system relies on the staff to
be considerate and supportive of the roles and needs of each discipline. Essentially, specialized
agents ensure that a core component of criminal justice staff understand the recidivism reduction
principles along with treamment issues.
With a core staff, 1t 1s feasible to use the tools of corrections to control the behavior of the
offender in the community and to increase compliance with treatment and criminal justice
requirements. Probation involves a number of functions that can improve the integrity of the

treatment process such as drug testing (to confirm abstinence), collateral contacts (to identify
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potential problems in the community, etc.), face-to-face contacts (to observe and discuss
.treatmem progress and compliance with general court conditions), and community service (to

“help repay society for the crime and to fulfill sentence obligations). In addition, the probation
officer can modify most conditions of the sentence (within a range) to intensify the structure
should the offender have difficulties in the treatment/supervision or reduce supervision/structure
through treatment services. The supervision services offer the potential to enable and facilitate all
services by monitoring the offender’s performance. Supervision provides the leverage of the
criminal justice system to keep the offender in the appropriate treatment services (Visher, 1990;
Collins and Allison, 1983).

SANCTION NON-COMPLIANT BEHAVIOR. A comerstone of recidivism reduction policies
addresses the area of non-compliance, or the “what to do with” practices of how to address
offenders who fail to fulfill treatment or supervision conditions. Contingency management,
token economies, and behavior modification systems are systemic practices that are used in the
treatment field to address compliance. Sanctions provide the tools to hold offenders accountable
under their behavioral contract. The sanctions are essentially preventive measures to reduce
revocations and recidivism, as demonstrated by the D.C. Drug Court (Harrell & Cavanaugh,
1996).

Sanctions policies must have four components. First, the infractions or violation
behavior must be clearly identified. By informing the offender of the negative behavior, the
process clarifies expectations for the offender. Typical infraction behaviors are positive urine
tests, missed appointments in treatment or supervision, and failure to abide by program
conditions. Second, the sanctions must be swift, or occur shortly after the behavior at issue. As

a rule, it is important to have the sanctions occur within 24 hours of the behavior, which reduces
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the denial of the behavior by the offender. Such a policy also requires the treatment and criminal
>justice systems to respond appropriately to potential crime-producing behavior. Third, the
sanctions must be certain or clearly specified. so that the offender is aware of the consequences
for violating the treatment and supervision norms. An example of certain responses includes
specified days in jail, hours of community service, or increased reporting requirements. The
certain responses clarifies for the offender that the lack of compliance will result in a negative
response. The final component of the sanction schedule is the progressive nature of the
responses. It is unlikely that the response for negative behavior will be the same each time the
offender fails to comply. Instead, a sanctions schedule increases in severity as the offender
continues to persist in violating treatment and supervision rules. An example is the following:
the first positive urine results in one day in jail, the second positive urine results in three days in
jail, and the third positive urine results in five days in detoxification. This type of progressive
schedule makes clear that the consequences become more severe as the offender continues to
persist in his/her negative behavior.

Developing a set of polices that are agreed upon by the criminal justice system will
require input from treatment providers, criminal justice actors, and the judiciary?. Most
treatment programs and probation agencies have their own individualized policies addressing
noncompliance with program conditions. In the seamless system, the systems agree on a set

protocol as mechanism to reduce recidivism. The agreed-on policies then help to ensure that

2 The use of sanctions may be affected by the statutory authority of the probation and/or parole agents in a given
jurisdiction. In some jurisdictions, probation and/or parole officers cannot incarcerate an offender without
approval of the judiciary. In other jurisdictions. the agents have the authority. Since the probation department is
generaily responsible for executing court orders, the sanction schedules should be developed in dination with
the criminal justice system, particularly judges.
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treatment and criminal justice agencies respond appropriately to infractions; this reduces the
.likelihood that staff will not respond to non-compliant behavior.

REWARD POSITIVE BEHAVIOR. Infrequently the criminal justice system acknowledges
positive achievements made by offenders. An incentive system, similar to a sanclions; schedule,
provides an opportunity to formalize recognition for good behavior so that restraints on the
offender are reduced as progress occurs. An incentive system should be swift, certain, and
progressive in the same fashion as a sanctions system. The system provides the positive
reinforcements often missing from the criminal justice and treatment systems. Positive
incentives provide a rationale for the offender to comply with treatment and criminal justice
conditions and rewards the attainment of individual goals. In a seamless process, the good and
the bad must be equally recognized.

Focus ON QUALITY, NOT QUANTITY. The seamless system underscores the importance
of policy-driven practices to reduce recidivism. A critical component of recidivism reduction
practices is improving outcomes of offenders. Generally this involves ensuring that the treatment
and criminal justice systems have the appropriate quality control measures in place to fulfill their
obligations. This may require reallocating existing resources to commit to the desired outcomes.
[t also may result in some short time changes in the number of offenders that can be served
through the process. Many agencies operate from a mindset of trying to serve the maximum
number of clients possible. Although criminal justice agencies seldom have the opportunity to
limit their “clientele”, the seamless system process provides the forum to focus on outcomes.
Tide to this is the realization that quality programs and services produce these outcomes. That is,

each system may determine that existing resources available in the treatment and criminal justice
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systems can sufficiently provide quality services to a set number of offenders. Squeezing more
.clients into the process may dilute its effectiveness.

An important component of quality is in the type of treatment services offered. The
tendency of the criminal justice system is to offer less intensive, less expensive services. Self-
help groups and educationally oriented services (although valuable service units) dominate the
field (CASA, 1998). Yet, to achieve the gains from treatment, other clinical services are needed
(e.g., therapeutic community, cognitive behavior skills, milieu therapy, etc.) (Lipton, 1995;
Andrews and Bonta, 1994). The focus on outcomes helps systems redefine their service systems
on quality or services that are more likely to change behavior. The emphasic on =cientificully

proven interventions will show gains in better outcomes.
Summary

Effective treatment services are synonymous with effective criminal justice services. The
seamless system protocol provides a systemic process to address some of the criticisms of the
existing service offered by treatment and criminal justice agencies. It removes discretionary
practices and institutionalizes operations to address the traditional barriers to treatment for
offender populations. Many scholars, policy makers, and practitioners highlight how critical it is
to provide good treatment services to ensure that the public has confidence in criminal justice
polices. Through the seamless system approach, it is feasible to ensure that these policies

become operational.
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Mr. BARR. Thank you, Dr. Taxman. The gentleman from Wis-
consin, Mr. Barrett, is recognized for 5 minutes.

Mr. BARRETT. Thank you, Mr. Chairman. I appreciate the time.

Mr. Hill, you talked about the need for testing in jails, and a
question for you which pertains to the question I asked to the ear-
lier panel: Do you think, as we look at the pie, we should be taking
resources out of other areas and putting them into treatment; or
do you think this calls for additional resources for treatment?

Mr. HiLL. I think my testimony suggested that sometimes there
is a misperception that when you say prisons, you mean jails too,
and the legislation we often see doesn’t include jails in the system.
I remember in your previous question you asked if we should be
reducing the moneys going into treatment, and the answer is no.
I would certainly like to see that pie divided up a little bit and see
more going into jail treatment programs because I think they are—
they have a real good success rate.

Mr. BARRETT. Are we the ones that tie your hands, or do you find
you are stymied in getting funds more at the State level? Is it the
language within the Federal legislation when the money goes back
to the States, or is it State policymakers who would rather put the
money into State prisons?

Mr. HILL. Jails are generally not mentioned in the legislation,
and that is something we are calling to your attention; that we
need to do that, to specifically mention local jurisdictions in any
legislation.

Mr. BARRETT. That’s helpful for me to know that, because I was
under the impression that jails were eligible for the dollars, and I
would agree with you that might be a place.

Mr. HILL. I am not aware of any dollars being available to jails.

Mr. LipToON. The localities are specifically referred to and they
are set by legislation. However, the downside is the period of time
which is required, which is 9 to 12 months’ treatment; whereas
these gentlemen on my right are both asking for 90 days’ treat-
ment, which would not be permissible under the current legisla-
tion.

Mr. BARRETT. Does your suggestion that we include jails include
a component to that; that there would be aftercare? Again, I think
Dr. Lipton and Dr. Taxman both believe that is something——

Mr. HiLL. I think everyone who has testified today agrees we
need aftercare. Absolutely, that should be part of any legislation;
aftercare and some kind of measures of success, if we can come to
some agreement as to what success of drug treatment programs
are.

Mr. BARRETT. OK. Mr. Pratt, in order for jail-based treatment to
work, what systems must be in place to continue treatment and
achieve optimal results?

Mr. PRATT. Well, it originates in the courts. We persuaded the
courts to send people into treatment for 90 days in Indianapolis
and to mandate a followup, namely probation. And later on, the
success of this was augmented by giving the GED to our people and
job placement. So that now we have a jail specifically for addicts.
It’s completely used by community corrections for that purpose and
the individuals get 90 days’ treatment and then go into a work re-
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lease center and into probation. Those are all things established
now under community corrections.

I would add a word that the present legislation mandates at
least 6 months’ treatment. The reason we need new legislation is
that people aren’t in jail 6 months. Ninety days is much more the
usual amount of time, and therefore the new legislation wants to
reduce the jails from 6 months’ to 90-days’ treatment. That's one
of its primary objectives.

Mr. BARRETT. Dr. Lipton.

Mr. LipTON. The average length in jails, according to the AJA
survey, is 79 days for sentenced inmates, which is obviously under
90. So what you need is not that you can’t do treatment in that
span of time; you can initiate treatment and you can link an indi-
vidual into continuing care in the community, and that seems to
be, in my judgment, the most effective use of jail and prison treat-
ment; to start the program and then link it, but link it through the
drug court pressure or other criminal justice pressure so that the
individual on probation must continue the treatment for any span
of time subsequent.

If you don’t do that, you are wasting your resources, because all
of the evidence points to the fact if you just do treatment up to the
time of the release from prison, you will have very, very little im-
pact.

Mr. BARRETT. Dr. Taxman, you wanted to add something.

Dr. TaxMAN. Yes, I wanted to add something. I think we all sup-
port the jail treatment and in providing services in the jail, and as
Dr. Lipton mentioned, the question is what type of services and for
how long. We have, as part of the HIDTA project, we have a pilot
in one area that has a lot of promise, particularly with the short
timeframes, which is this notion that you need to do treatment
readiness.

We make very common assumptions that just because you tell
someone they need to go to treatment or you offer a service that
people are prepared to accept that service, and when I say “pre-
pared to,” I mean in terms of the mental and physical capabilities.
There is a new model of treatment right now called treatment
readiness which would work very well in the jail environment
where you begin the preparation, the psychological and sociological
preparation, and then through the continuous criminal justice le-
verage, give someone a guaranteed position in a community-based
program outside of the jail.

Now, what we have found within the one piloted program which
actually occurs in the Washington, DC area, is that most of the of-
fenders needed residential substance abuse programs. They needed
the structure, so the model that Washington, DC is using as part
of the HIDTA program is the assessment orientation period for 30
days, followed by 90 days in a residential treatment program, fol-
lowed by another 90 days in intensive outpatient program, and
then aftercare services. So they have really got a system in place
to move the client and use the leverage of the criminal justice sys-
tem to retain that person in treatment.

Mr. BARRETT. To followup on that, as you are probably aware,
there has been some criticism of the Baltimore-Washington HIDTA
because it does have a treatment program. What is your best re-
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sponse to the critics who say it’s inappropriate to have a treatment
component in the HIDTA?

Dr. TaxMaN. I think my best response is to ask the critics to con-
tact some of the local police chiefs that participate in the executive
committee, because I think one thing those local police—and when
I say “local,” I actually mean State and Federal and local police of-
ficers—would say is that they now understood what treatment is.
When they came to the table, they didn’t really understand that
treatment is a demand reduction and they didn't see the benefits
they could occur from treatment.

But if you talked to Commissioner Frazier, who is the police chief
in Baltimore City, or if you talked to Chief John Farrell, who is the
police chief from Prince Georges County, or some of the U.S. attor-
neys, you will find that what they will tell you is they now under-
stand that treatment can actually reduce the criminal behavior and
the police can rely upon that now as part of some of their strategy
to reduce crime in the communities.

So my first suggestion would be to talk to, you know, the police
chiefs.

The second part is this understanding that most people who
came to the HIDTA executive committee came thinking treatment
is soft and feely and it makes someone feel good. They didn’t think
about it as outcome based or crime reduction, but our data in the
retention in treatment helped people understand there are benefits,
particularly when they see the drug dealer who has a record of 25
prior arrests, which means they are on the street probably some-
where around 15 hours a day dealing drugs, and they are now ac-
tively involved in treatment programs within their communities,
and then helping younger kids. Part of this effort is really to un-
derstand that treatment isn’t the soft and feely image that a lot of
people have; it really has a benefit to reduce crime.

Mr. BARRETT. Thank you, Mr. Chairman.

Mr. BARR. Thank you, Mr. Barrett.

I am becoming a little overwhelmed by statistics up here. I am
left with a little unease with the statistics and, you know, we see
it from some of the other witnesses in some other studies. There
is one study here, and I think, it is from one of the witnesses on
the first panel. This was included in their testimony; that according
to the DATOS, only 5 to 10 percent of subjects in treatment stay
in the programs. But yet one other figure that one of you all men-
tioned, I think, was 85-percent retention. Then I see some of the
other testimony—I think included in your testimony, Mr. Pratt, you
talk about—at the bottom of page 4, and the copy I have here is
pretty close to illegible—it’s either 30 or 50 percent of 25 percent.
That’s talking about recidivism rate, and I know mixing apples and
oranges is easy to do with all of these statistics, but I am left with
a little unease about the percentage rate, and I am not sure it’s
really fair to characterize it as just because people aren’t indicted
within any year or something after they get out, that that is really
a fair measure of success.

I am a little bit concerned about that and I don’t know if we can
resolve it today. There are just so many statistics floating around,
but maybe if you all could take it, Dr. Taxman and Dr. Lipton.
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What are the actual figures? Is there any way of telling how sue-
cessful these programs are?

Mr. LipTON. There are about five national studies that have been
conducted over the last 25, 30 years. There is a general level of
consistency with respect to the positive outcomes, and these are the
kinds of outcomes that the National Institute on Drug Abuse has
been talking about over the years.

The differences that you are hearing are in part because we have
been talking about criminal justice based programs done in prison,
which have much higher retention rates than programs done in the
community, where there is no compulsion for an individual to stay
in a program. When an individual volunteers for treatment, they
can turn around and walk out if they are in the community and
not under any criminal justice leverage. Perhaps that underscores
Dr. Satel’s point about the use of leverage.

Do these programs work? And the question has to be asked in
the framework of with what kinds of drugs, with what kind of peo-
ple, over what span of time? And there are obviously a whole series
of dimensions which we would need to attend to. And what we do
know is that we have more success with heroin users using metha-
done programs, for example, than we have for heroin users using
any other method.

We do know that outpatient programs do not produce the same
level of outcome with very serious drug users that therapeutic com-
munities do. And as we begin to look at subsets of the population,
we see different kinds of outcomes, which accounts, perhaps, for
some of the confusion that relates to differences in rates. But gen-
erally, the rates that are for each subgroup tend to be fairly con-
sistent over time, and the results are that if you have no coercion,
no leverage, and individuals, simply volunteers, walks into treat-
ment and he is out in the community, you have very low retention.
Very low.

Mr. BARR. Would that also make the figures themselves suspect
if you are basically talking about self-reporting or relying on that
?nllount for all these people that don’t have a history of being truth-

ul.

Mr. LipTON. But the correctional drug abuse studies are all using
biological specimens for determination as to their effectiveness, not
simply self-reporting.

Mr. BARR. Dr. Taxman, if you could also maybe address briefly
the question of funding. I mean, you all make a case for testing and
treatment. In fact, the Federal Government does provide substan-
tial sums of money. The difficulty we run into sometimes is trying
to figure out exactly where the money is being used. The sum of
$3.2 billion is a lot of money, at least by the standards of my con-
stituents and probably most citizens in our country, yet that $3.2
billion, we have a very difficult time figuring out exactly where it’s
being used.

And perhaps some questions that we may have for some other
panels, including perhaps some folks from HHS, would be where
exactly is the money being used. If we only have a small number
of programs, where is the rest of it being used?
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So we are having somewhat of a difficulty from our standpoint
tracking this money from an oversight perspective. And you all
may have some questions about that as well.

Dr. Taxman.

Dr. TaAXMAN. If you wouldn't mind, I would like to sort of go back
and clarify one point. It was Dr. Satel who gave the retention rate
issue of 20 percent, she was talking about those that volunteer for
treatment. If you look at the studies on program completion which
are not self-report, they are program data from the programs them-
selves, they are very low for the volunteers that Dr. Lipton talked
about. But on average, the retention rates are about 50 percent for
criminal justice clients with these clients doing better than volun-
teers, if you look at program data records.

This leads to the question you have asked more directly, which
has to do about funding and your difficulty of trying to find out
how many programs are out there. I think part of the issue is that
the majority of funds are block grant dollars that are given to
States and the States then give them to the localities to put in
place programs. Unfortunately, as was noted, there used to be a cli-
ent data system.

Mr. BARR. I think that is only about a third of $3.2 billion, so
that still leaves sort of $2.2 billion that we can’t really figure out
where it goes to.

Dr. TAXMAN. There are discretionary programs that come out of
some of the OJP programs.

Mr. BARR. My only point, and it is not critical of you all, maybe
you all can help us try and track where the money—I mean, there
is a substantial amount of money that has been appropriated out
there for precisely the kind of programs you all are advocating.

Dr. TAXMAN. And I think if you look, and I can only speak be-
cause I have looked at how the block grants run through different
States, is that the funds get used for administrative costs instead
of going directly into programs.

My only concern about the block grants, and even some of these
discretionary grants, is having a reporting system in place that
deals with program retention rates so you can use that to really
gauge, performance measures about programs.

But I think, you know, some surveys of different States begin to
ask what treatment programs are out there and who funds them,
most of these programs have multiple funding sources, and so they
are always trying to scramble to get programs.

Mr. BARR. Thank you.

Mr. Barrett, would you have any objection? I have a couple of fol-
lowup questions.

Mr. Hill, I guess I would direct this to you because of your par-
ticular background, but maybe Mr. Pratt also. Most inmates, either
in jails or prisons, are there pursuant to State criminal offenses,
not Federal. Are you aware of any law—of any State that prohibits,
by law, drug testing of inmates of jails or prison facilities, or any
State that prohibits drug treatment?

Mr. HiLL. None that I am aware of, no.

Mr. BARR. I don’t think that there are, and therefore it seems
that really the primary focus really ought to be with State officials.
In your experience, where does the opposition to these sorts of pro-
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grams at the State level come from, the use of moneys for testing
and treatment? Is it essentially a fiscal objection; is it a lack of in-
terest on the parts of State governments to tackle this problem and
provide for drug treatment and testing at State facilities or county
facilities? Where is the main problem?

Mr. HILL. Are you speaking in terms of Federal funding?

Mr. BARR. No, State. Since the primary problem, really, given the
number of inmates being primarily those who have committed
State offenses and are in State or some county holding facilities,
it seems to me the first place we ought to look to address the prob-
lem of why aren’t there more treatment programs should be State
governments. And is there something we need to be aware of why
State governments are opposing or don’t seem to be addressing the
problem?

Mr. HiLL. I would believe it’s a matter of dollars, that they sim-
ply don’t believe they have the number of dollars. In Pennsylvania
currently, most county jails, their populations are about 28 to 30
percent State prisoners, those who could be serving their time in
State prisons, and we are not receiving funding for that. So I don’t
see the impetus coming from the States to fund localities. I don’t
think we are seeing that in government today.

Mr. BARR. And no matter how much we do in the Federal Gov-
ernment, there is only so much of a problem that we could tackle.

Mr. HiLL. Well, we call the Feds Uncle Sam because he has all
the money. We tax everybody and the States try to come in and
get some cf that money, so we look to “Big Daddy” to give us the
money, I guess.

Mr. Barr. Well, I understand what you are saying and I know
you are only being partially facetious; but the fact of the matter is
that this really is primarily a problem that ought to be tackled by
the States. I am not aware whether there are groups out there that
are really addressing this at the State level. That would be very
helpful to us at the Federal levels, and this should not be the tail
wagging the dog. This might be an area where a great deal more
focus by advocates and experts such as yourself could be of help in
urging State legislatures to address this issue.

Mr. Pratt, did you have any thoughts on that before I ask Mr.
Barrett if he has any additional questions?

Mr. PrRATT. Well, one of the things that have influenced that, of
course, is the provision of the funding for drug-alcohol treatment
in the 1994 act that allowed the States to give treatment in the
State penitentiaries, and 15 percent of that money was tc have
gone for the county jails. And because of the factor we discussed
earlier, that they mandated 6 months’ treatment, the county jails
didn’t get the money. We found it very difficult, in Indianapolis, to
get money for random drug treatment. We are still battling that
battle, a very good use of the funding.

I conclude, too, by saying that your question about the validity
of the effectiveness of this treatment needs to be clarified. Our five
studies show an average 54 percent of people not coming back to
jail 2 years after treatment. That’s a very hard figure. The reason
1 say 25 percent has to be subtracted from that figure to be really
accurate is because the Department of Justice shows that 25 per-
cent of all persons do not come back to prison at all. You are get-
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ting a 25 percent, you might say, natural cut in recidivism. So the
most we can attribute to the effectiveness of this program is about
25 to 27 percent.

As Dr. Lipton said earlier, that’s a tremendous figure. It’s one of
the greatest figures in the reduction of crime that we know about.

Mr. BARR. And another audience to which you might address
those particular points, in addition to State governments, is the
Secretary of HHS, because they were the ones that have control
over the lion’s share of our $3.2 billion which was appropriated in
the current fiscal year. So that really ought to be another audience,
not just those of us up here.

We can’t micromanage, or at least we don’t want to be in a posi-
tion of managing HHS or any other departments. But again, if you
all as experts can bring that to bear in the department and help
us direct those moneys to these sorts of programs, we might see
more of an impact.

Let me just ask Mr. Barrett if he had any final questions.

Mr. BARRETT. I have talked a lot today or made reference to the
problem of resource allocation, and one of the things this Congress
has done is pass legislation that sends money back to the States
for prison construction, something that is very popular, obviously,
among people who feel that people who commit crimes should be
locked up for long periods of time.

My question for each of you is, would you support—and there is
legislation pending—do you think it’s a good idea to allow the
States to use some of that money for drug treatment, which would
mean they would not be using it for prison construction, but it
would be used for drug treatment in prisons or in jails, obviously,
something that some of you favor—would that be something you
think would be prudent to your health? _

Mr. HiLL. I think it would be prudent if we put some caveats on
it, that we want to know that the treatment is effective; we want
to agree on what are the measures of success. I dont think I have
heard any agreement on what the measure of success is to any of
the programs. I don’t think we should be investing any money into
a program unless we know what the outcomes should be and that
we have some clear measures of that, so that we know we are get-
ting the bang for our bucks.

Mr. BARRETT. Mr. Pratt.

Mr. PRATT. About a year ago, I went to both Members of the
House and the Senate with a very similar request to the one that
you are considering, and I got very negative results. I fell back
upon the promotion of the legislation I described—where we would
use a percentage of the State funding in the 1994 act for the county
jails—that mandates 10 percent of that. That was about the best
response [ could get from the Senate and the House.

Mr. BARRETT. Dr. Lipton.

Mr. LipTON. Yes. The answer I give you is that unequivocal test-
ing, sanctions and treatment, use of that money clearly is nec-
essary and needed. However, the real important caveat is if we
apply treatment on a much broader scale, we are going to run out
of trained people like that. If we start doing treatment with un-
trained people, our success rates which we have been talking about
are going to go like that.
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So we need to couple the investment in treatment, however, out
of whatever source it may come, with improved training, scholar-
ships, internships, programs that would sponsor forensic psy-
chology departments to produce trained individuals for these kinds
of programs.

Mr. BARRETT. I understand. Dr. Taxman.

Dr. TaAxMAN. I agree with Dr. Lipton, unequivocally, yes, and I
would also hope you would think about imposing or using some of
the RSAT criteria in terms of having a timeframe for these treat-
ment programs, because I think that it is very beneficial to get the
types of outcomes that everyone desires. Also by loosening the re-
quirements to allow for RSAT to pay for some of the services in the
community so we can put in place as part of systems of care, and
also using that for the supervision component.

That is one part, although, you know, I understand Mr. Barrett’s
point that this is not typically a Federal responsibility, it is a State
and local responsibility. It is an area in which there is a real need
to focus in, because we can’t supervise offenders in treatment when
you have a probation agent that has 200 offenders on their case-
loads.

Mr. BARRETT. Thank you, Mr. Chairman.

Mr. BARR. I would like to thank the distinguished ranking mem-
ber and I would like to thank members of the panel. We do need
to conclude.

If there is additional material, I fully anticipate that we will be
holding additional hearings on these matters, and if there are addi-
tional materials you would like us to consider or additional ques-
tions you believe we ought to be posing to other witnesses, for ex-
ample, with Government agencies, please submit that material to
the subcommittee chairman, Mr. Hastert.

Again, whatever materials you all have submitted today will be
included in full in the record. We appreciate very much your time
and expertise. We are hereby adjourned.

[Whereupon, at 1:14 p.m., the subcommittee was adjourned.]
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